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BMI, Body Mass Index 
CHD, Coronary Heart Disease 
CRP, C-reactive protein 
CVD, Cardiovascular Disease 
GI, Glycemic index 
GL, Glycemic load 
HDL, High-density lipoprotein 
LCD, Low-calorie diet 
LDL, Low-density lipoprotein 
MetS, Metabolic syndrome 
NHANES, National Health and Nutrition Examination Survey 
RCT, Randomized Clinical Trial 
RR, Relative Risk 
T2DM, Type 2 Diabetes Mellitus 
VLCD, Very-low-calorie diet 
WHO, World Health Organization  
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1. Overweight and obesity 
Overweight and obesity are a complex multifactorial conditions characterized by excessive 
accumulation and storage of body fat, increasing the risk of disease and decreasing the quality 
of life. Both conditions are usually determined by the body mass index (BMI), defined as an 
individual’s weight in kilograms divided by the square of the height in meters (kg/m2).  
The World Health Organization (WHO) and National Institutes of Health defines overweight as 
having a BMI between 25 to 29.9 kg/m2; and obesity as BMI greater than or equal to 30 kg/m2 (1). 
Although BMI is a useful and easy measurement to assess overweight and obesity at a population 
level, it has several limitations (2). The most important limitation of this measure is that it 
doesn’t take into consideration the degree of fatness of individuals. Athletic individuals, normally 
with higher percentage of muscle mass, may have a higher than normal BMI and yet have a normal 
percentage of body fat. In addition, there are different obesity phenotypes according the fat 
mass distribution in the body. Central or upper body distribution (android) has been more 
correlated with an increased risk of disease (3–5) than general, peripheral or bottom (gynoid) 
distribution.    
 
1.1 Prevalence and trends of overweight and obesity 
Obesity has received a considerable attention as a major health problem and has reached 
epidemic proportion globally. This alarming increase affects both developed and developing 
countries throughout the world. At least 2.8 million people die as a consequence of being 
overweight or obese. 
 
In the last 25 years, worldwide obesity prevalence has doubled. In 2008, the WHO estimated that 
34% of men and 35% of women aged 20 or more were overweight; and 10% of men and 14% of 
women were obese (Figure 1). With the current trend, by 2030 up to 58% of the world’s adult 
population, approximately 3.3 million people, could be either overweight or obese (6). The 
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regions with highest prevalence of overweight and obesity were in the American and European 
regions (7). In the United States, 73 % of men and 66% of women have a BMI equal or greater than 
25 kg/m2. The prevalence in many European regions is also considerable, both northern (Germany 
and UK) and southern (i.e Spain and Greece). In UK, 66% of men and 58% of women could be 
considered overweight or obese (7). 
 
Figure 1 Worldwide age-standardized prevalence of overweight (upper) and obesity (lower) 
in adults 20 years and older by country in 2005. 
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In Spain, overweight and obesity rates are particularly alarming with and especial increase in the 
incidence of the disease during the last 25 years.  
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In 1987, 45% of men and 34% of the women had a BMI higher than 25 kg/m2. The most recent 
data extracted from the national health survey of 2011-2012 estimates that 63% of men and 44% 
of women have overweight or obesity (Figure 2) (9).  
 
Similar to adult, the prevalence in childhood obesity has been increased substantially over the 
last three decades (10). It has been estimated that 170 million children (aged less than 18 years) 
worldwide have overweight (11). An increase in BMI during childhood has also associated to 
serious health consequences and can be considered a risk factor for cardiovascular disease  (CVD), 
type 2 diabetes mellitus (T2DM) and cancer (12,13).  These diseases not also generate premature 
mortality, but also long-term morbidity. 
 
In USA, the prevalence of obesity has almost tripled among children and adolescents since 1980 
(14). This data indicates that childhood obesity is increasing even more rapidly than adult 
obesity, suggesting major problems for the population’s future health. A similar situation has 
been observed in Spain where nearly 30% of the children or adolescents are overweight or obese 
(9). Since 1987, the prevalence of overweight and obesity has increased 5% and 5,6% in boys and 
girls, respectively. 
 
1.2 Obesity risk factors 
Overweight and obesity are consequences of a disturbance in energy balance, when total energy 
intake (total amount of calories consumed) is higher than total energy expenditure (the 
combination of physical activity, basal metabolic rate and food thermogenesis). However, we 
still do not fully understand all underlying reasons of obesity because they are a complex mixture 
of genetic, environmental, psychosocial, cultural and cognitive factors. 
 
1.2.1 Non-Modifiable factors 
 
1.2.1.1 Genetic 
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Over the last 20 years, considerable strategies have been employed for the identification of 
genetic determinants of obesity, including studies of sever forms of obesity, genome wide linkage 
studies, candidate gene analyses and genome wide association studies. 
 
 During the eighties, twin and family studies suggested that 40-70% of the inter-individual 
variation in obesity risk and BMI can be attributed to genetic factors (15). Before 1995, the major 
attention in genetics of common obesity was candidate gene studies. Those studies were focused 
on genes with a suspected role in physiological pathways regarding body weight regulations and 
energy metabolism. One of the most studied is the melanocortin 4 receptor (MC4R) gene, widely 
expressed in the central nervous system. MC4R plays a key role in the regulation in food intake 
and energy metabolism. Functional mutations in MC4R are the commonest monogenic cause of 
sever early-onset obesity (16). However, in the past few years, genome wide association studies 
have led to breakthrough progress in the identification of obesity-susceptibly genes. To date, 
large-scale meta-analyses have identified 32 genetic loci associated with BMI, 14 loci associated 
with waist-to-hip ratio and 2 associated with percentage of body fat (17,18). Surprisingly, the 
combined effect of all-obesity associated variants is very modest and only explains 2% of the BMI 
heritability (19). The difference with the heritability of BMI estimated by twin and family studies 
(between 40% and 70%) could be partially explained by the modifying effects of environmental 
factors on genetic predisposition of obesity.      
 
1.2.1.2 Gender/age/ethnicity 
Gender, age and ethnicity are classical non-modifiable factors related to obesity. Gender 
differences in prevalence of overweight and obesity are no constant across regions or countries 
and sometimes are influenced by ethnicity and socioeconomic status.  
 
Generally, epidemiological studies show that men have higher overweight and obesity prevalence 
than women in the majority of regions and countries, but not all of them. In USA, the gender 
difference in the combined overweight and obesity was small, as the prevalence in men (67.0%) 
was slightly higher than in women (62.0%), while fewer men than women were obese, 27.7% vs. 
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34.0% (20). On the contrary, in Spain, the prevalence of overweight was 45.2% in men and 28.2% 
in women, whereas obesity rates for men and women were 18% and 16%, respectively (8).  
 
Significant age differences in the prevalence of overweight and obesity have been reported in 
various countries. In general, overweight and obesity prevalence is higher in adults than children 
in most countries. Part of the differences could be explained by the different diagnosis criteria 
used between children and adults (BMI vs. Age-sex-specific BMI percentiles), whereas others are 
actual differences due to age differences in physiology and health behaviors related to energy 
balance. Traditionally, prevalence of obesity has taken a “Λ” shape in relation to age. Several 
observational studies have found a gradual increase of obesity prevalence until 65 years of age, 
and a slightly decrease after that (21,22). Again, if we revise the data published in the last 
national health survey in Spain, similar trends were observed, although high obesity prevalence 
are carried around 75 years of age (9). 
 
Ethnic differences among overweight and obesity prevalence have also been reported (20,23). 
Studies conducted in US populations have shown large differences in obesity prevalence between 
ethnic groups, especially among women. Data from the US National Health and Nutrition 
Examination Survey (NHANES) indicate that the prevalence of obesity was 30.2, 42.3 and 53.9% 
in white, Mexican American and black women, respectively (20).      
 
  
1.2.2 Modifiable factors 
Despite the role of non-modifiable determinants on weight gain, the epidemic proportions in 
obesity worldwide over the last 25 years cannot be explained by gender, ethnicity or genetic 
factors alone. The obesity epidemic is a reflection of changes in lifestyle, which have been too 
fast for our genes to adapt to (24,25). The increasingly obesogenic environment we live in is 
characterized by sedentary lifestyles, increased portion sizes, an abundance of energy dense, 
nutrient-poor, palatable foods that encourage overconsumption.  
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1.2.2.1 Physical Activity 
Physical inactivity is one of the factors associated with the prevalence of overweight and obesity. 
A large cohort study in American nurses found that in 50,000 non-obese nurses, those who 
watched more television and had a sedentary lifestyle were at greater risk of developing obesity 
during 6 years of follow-up. The authors estimated that 30% (95%CI 24–36%) of new cases of 
obesity could be prevented by adopting a relatively active lifestyle (<10 h/week TV viewing and 
≥30 min of brisk walking per day) (26). Also, the results of a multicenter prospective cohort study 
conducted in 23 centers in 10 European countries including 405,819 healthy volunteers showed a 
strong inverse association between total physical activity and BMI and waist circumference. 
Changing to one level of physical activity to another (Inactive, moderately inactive, moderately 
active and active) corresponded to a difference of 1 cm in waist circumference and to a 
difference of 0.25 kg/m2 in the BMI (27). In the last 2011-2012 Spanish Health National Survey, 
59% of the participants performed light or no physical activity in the last seven days, and 35.9% 
of men and 46.6% of women declare themselves as sedentary (9). 
 
1.2.2.2 Tobacco    
Obesity and smoking are main causes of preventable morbidity and mortality around the globe 
(28). Smoking cessation have been associated with an increased risk of weight gain (29), due to 
a reduction in energy expenditure (30). However, the association between smoking and obesity 
is more complex. Several studies have found lower body weight and lower BMI among smokers 
than non-smokers (31). Smoking initiation in girls could be related to weight control (32), and 
among adult women, attempts for smoking cessation could be limited by fear of weight gain (33). 




Several dietary factors have been associated with weight gain and a greater risk of obesity. 
Energy balance, food patterns and nutrient intake factors have been associated with body weight.  
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Energy density, obesogenic environment and food behaviors are determinants related to energy 
balance that the scientific community has focused their attention. Short term feeding trials have 
found that lower-energy dense food choices lead to a higher amount of food consumption but 
lower energy intakes compared to higher-energy density diets. An observational study, assessing 
whether dietary energy density predicts weight change over 6 y among a sample of non-Hispanic, 
white women, found that consumption of a lower-ED diet moderates weight gain. These results 
are supported by those observed in a randomized clinical trial (RCT) where 658 prehypertensive 
and hypertensive persons were randomly assigned to 1 of 3 groups: the established group received 
an intervention of 18 sessions implementing well-established hypertension recommendations, the 
established+Dietary Approaches to Stop Hypertension (DASH) group received an intervention of 
18 sessions also implementing the DASH diet, and the advice group received 1 session on these 
topics. Authors concluded that both large and modest energy density reductions were associated 
with weight loss and improved diet quality. This suggests that lower-energy density diets may 
lead to better appetite regulation and improved body weight control (35–37). In line with these 
results, some investigators have pointed out that portion size of foods as other contributing factor 
of weight gain. Current scientific evidence shows that the portion size of foods are related to 
the amount of food intake, and also to the perception of the individuals towards food (38). Other 
factors such skipping breakfast or snaking have also been associated with weight gain, however 
the results are controversial and inconsistent (39). 
The so-called obesogenic environment is also a determinant factor that contributes to increase 
the prevalence of obesity. The absence of supermarkets in local neighborhoods, principal source 
of vegetables and fruits, and long distance to supermarkets are associated with higher BMI (40–
42).  
 
Additionally, moderately strong evidence now indicates that some dietary patterns, including 
Mediterranean diet or Vegetarian diet, could play a role in the prevention of overweight and 
obesity (43,44). Mediterranean diet, characterized by a high intake of olive oil, fruit, nuts, 
vegetables, and cereals; a moderate intake of fish and poultry; a low intake of dairy products, 
red meat, processed meats, and sweets; and wine in moderation, consumed with meals, has been 
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inversely associated with BMI and obesity (45–54). The results of an observational study 
conducted in 3162 Spanish men and women aged 25–74 y showed that increasing adherence to 
the traditional Mediterranean dietary pattern reduced the obesity risk. Those individuals in the 
highest tertile of Mediterranean diet adherence had a 40% less risk to be obese than those in the 
lowest (47).  Vegetarian diet has also been proposed as a valid dietary pattern for the prevention 
of obesity. Several observational studies have evaluated the associations between vegetarian 
diet and BMI (44,55–58). All of them found that those individuals who followed a vegetarian diet 
had a lower BMI, than those who followed an omnivore diet. Rosell et al., conducted a 
prospective cohort study to evaluate 5-year changes in body weight among the participants of 
the EPIC-Oxford study. The authors categorized 21,966 healthy adults in 6 groups:  meat-eating, 
fish-eating, vegetarian, vegan, reverted and converted. Those who during the follow-up period 
had changed their diet in one or more steps in the direction vegan > vegetarian > fish-eater > 
meat-eater, were classified as 'reverted' and subjects who had changed their diet by one or more 
steps in the opposite direction were classified as 'converted'. Among those who did not change 
their diet, meat-eaters were those with more weight gain, whereas among those who changed 
their diet, converted had the lowest weight gain and reverted the highest (44). 
 
Finally, some nutrients and specific foods have also been associated with body weight. Dietary 
fat is the macronutrient with the highest energy content; however it exerts a weak satiating 
effect. Thus, it has been suggested that high-fat diets could be associated with weight gain due 
to the poor satiating effect of dietary fat that could lead to overconsumption. Evidence from 
epidemiologic studies linking fat intake to weight gain or obesity is weak (59–61) and inconsistent 
(62–68). The results from the Nurses' Health Study among 41,518 women reported weak positive 
associations between total fat intake and weight gain over 8 years, although there was a strong 
positive association with the percentage of energy from animal fat, saturated fat, and trans fat 
(69). On the contrary, Forouhi et al. didn’t found a significant association between the amount 
or type of dietary fat and subsequent weight change in 89,432 men and women from 6 cohorts 
of the European Prospective Investigation into Cancer and Nutrition study (70). 
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Dietary carbohydrates have also been associated with body weight and obesity. The majority of 
epidemiological studies evaluating the associations between carbohydrates intake and measures 
of overweight and obesity (BMI and waist circumference) have shown and inverse correlation (71–
82). Carbohydrate intake was found inversely associated with body weight gain in a cohort of 376 
Danish men and women (81). Higher carbohydrate intake was also associated with lower risk of 
obesity among 63,307 United States women in the Cancer Prevention Study II Nutrition Cohort 
(82).  
 
The role of dietary protein on body weight is highly controversial. Owing to the high satiating 
effect of dietary protein, it has been suggested that high-protein diets could be associated to a 
decreased energy intake. However, there is not sufficient evidence to support this theory (83–
89). Current scientific evidence suggests a differentiated role of dietary protein depending on 
the source (animal or vegetal). Kahn and coworkers evaluated changes in BMI and waist 
circumference in a cohort of 29,236 adults with a follow-up of 10 years. Increased BMI was 
positively associated with meat intake (89). In 2010, Vergnaud et al., evaluated the association 
between meat intake (red meat, poultry and processed meat) and weight gain in 270,348 women 
and 103,455 men during 5 years of follow-up. After controlling for potential confounders, the 
authors found a positive association between meat consumption and a higher BMI (88).  
 
Dietary fiber has been related with several health benefits, including body weight management 
by several mechanisms. Cross-sectional prospective studies have associated dietary fiber intake 
with a lower weight gain (90–92). This association has also been observed in longitudinal studies 
(93–97). Koh-Banerjee et al., showed that the increase in dietary fiber coming from fruit and 
whole-grain cereals was inversely associated with weight gain at long-term in a cohort of 27,082 
adult healthy men (97). 
 
Dietary glycemic index (GI) and glycemic load (GL) has also been associated with BMI and obesity, 
however it will be examined in a subsequent section. 
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1.3 Obesity as a risk factor 
Obesity is an important risk factor of hypertension, T2DM, dyslipidemia, CVD and some types of 
cancer (98) (98), increasing the risk of mortality and decreasing quality of life.  
 
1.3.1 Hypertension 
It is estimated that at least 75% of the incidence of hypertension is related directly to obesity 
(99). Experimental animal studies have demonstrated a consistent rise in blood pressure with 
excess weight gain induced by prolonged high fat diet (100,101). Epidemiological data 
unequivocally support the link between body weight and BP. Data from the NHANES indicates 
that the prevalence of hypertension among obese individuals was 42.5% compared with the 27.8% 
for overweight individuals and 15.3% for those with normal BMI (102). Additionally, higher BMI is 
also associated with greater risk of having hypertension. In the Framingham Heart Study, 
compared to those individuals with normoweight, the relative risk of developing hypertension in 
long-term follow-up were 1.48 and 1.70 for overweight men and women and 2.23 and 2.63 for 
obese men and women, respectively (103). Clinical studies also suggest that excess weight gain 
is a key contributor to elevated blood pressure in most patients with primary hypertension. 
Weight loss between 5%-10% decreases blood pressure in normotensive as well as in hypertensive 
obese subjects and reduces the need for antihypertensive medication (104).  
Mechanisms underlying the link between obesity and hypertension include the renin-angiotensin-
aldosterone system , the sympathetic nervous system (SNS), metabolic dysregulation (including 
hyperinsulinemia, adipokine imbalance, and increased inflammatory cytokines). Activation of 
renin-angiotensin-aldosterone system system thought basically the SNS is a major factor of the 
obesity-related hypertension (105). Insulin and Leptin, both increased in individuals with obesity 
(106), have also found to activate the SNS (107) and, therefore, contribute to obesity-related 
hypertension. I addition, insulin has direct effect on sodium retention in the kidney (108). 
Another contributing factor in obesity-associated hypertension is vascular stiffness which is 
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1.3.2 Type 2 diabetes mellitus 
The prevalence of T2DM and Obesity are both increasing exponentially. Evidence from 
epidemiological studies show that obesity and weight gain are associated with an increased risk 
of diabetes (110,111). BMI, waist circumference and hip-to-waist ratio are anthropometric 
measurements used as risk indicators for T2DM (112,113). Recently, a meta-analysis of 15 
prospective studies has found that waist circumference and waist-to-hip ratio (markers of 
abdominal obesity or visceral fat) could be better indicators of T2DM risk than BMI (marker of 
general obesity) (114).  
Obesity-induced T2D has been recognized as an inflammatory disease. The systemic low-grade 
inflammatory response that is often observed in obesity detrimentally affects both insulin 
signaling and beta-cell function and may thus contribute to the development of T2D (115–117). 
 
1.3.3 Cardiovascular Disease 
Cardiovascular disease is caused by disorders of the heart and blood vessels, and includes 
coronary heart disease (myocardial infraction), cerebrovascular disease (stroke), raised blood 
pressure (hypertension), peripheral artery disease, rheumatic heart disease, congenital heart 
disease and heart failure. Now a days, CVD are the leading cause of mortality in developed 
countries (118) and it is estimated that it will increase, especially in low and middle income 
countries (119). 
 
As stated before, obesity is a precursor of hypertension, diabetes and their associated risks, and, 
therefore a risk for CVD. Epidemiological evidence have shown a positive association between 
overweight and obesity, and coronary heart disease (CHD) and stroke (120–122). Data from a 
meta-analysis including 21 cohort studies with more than 300,000 participants showed a 
significant increased risk of CHD independently of traditional risk factors (blood pressure and 
cholesterol concentrations). Relative Risk (RR)s (95% CI) for moderate overweight and obesity 
compared with normal weight were 1.32 (1.24-1.40) and 1.81 (1.56-2.10), respectively (122). In 
case of stroke, another meta-analysis of prospective studies with 2 million participants showed 
significant direct and graded association between excessive body weight and ischemic stroke. 
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After adjusting for potential confounders, RR (95% CI) for ischemic stroke was 1.22 (1.05–1.41) 
for overweight and 1.64 (1.36–1.99) for obesity (120).  
 
1.3.4 Cancer 
Epidemiological estimations shows that 20% of all cancers are caused by excessive body weight 
(123). In postmenopausal women, in particular, approximately 50% of all cancers can be 
attributed to obesity (124). Many prospective epidemiological studies have demonstrated a 
positive association between overweight and cancer, even though obesity alone does not 
apparently heighten cancer risk in all tissues by the same amount (12,123–128). 
 
A recent systematic review and meta-analysis of prospective observational studies, with 282,000 
incident cancer cases and a follow-up greater than 133 million person-years, has demonstrated 
that the obesity and cancer association is sex specific over a wide range of malignancies, and 
this remains mostly true for different geographic populations (125). 
 
The reports of international agencies for cancer research have showed that most common types 
of cancer in obese individuals are endometrial, esophageal adenocarcinoma, colorectal, 
postmenopausal breast, prostate, and renal (12,128). 
 
Apart of from BMI, other anthropometrical measurements including waist circumference or waist-
to-hip ratio have been investigated as adiposity indicators of cancer risk. Several cancers, such 
as colon, premenopausal breast, endometrium, and esophageal adenocarcinoma, together with 
pancreas tumors, have been more associated with abdominal obesity than BMI (129–133). 
Due to the great variety of cancers associated with abdominal and general obesity, the list of 
possible mechanisms linking both pathologies is also extensive. Lifestyle, genetic and molecular 
factors have been related obesity to cancer (134–141). 
 
2. Metabolic Syndrome 
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2.1 Pathology and diagnose 
The metabolic syndrome (MetS) was used, simultaneously, for the first time at the end of the 
seventies by Haller (142) and Singer (143) to describe different combinations of metabolic 
disorders such as central obesity, diabetes mellitus, hyperlipoproteinemia, hyperuricemia, 
hepatic steatosis, gout and hypertension. In 1988, this concept, also called insulin resistance 
syndrome (144), was unified by Reaven (145), although obesity was not present in this definition. 
Now a day, the MetS is defined as a cluster of several cardiometabolic risk factors including 
central obesity, hyperglycemia, hypertension and atherogenic dyslipidemia. This term was 
officially institutionalized by the WHO (146) and the Third Report of the National Cholesterol 
Education Program’s Adult Treatment Panel (ATP III) (147,148). Additionally, similar, but not 
equal, definitions were described by other institutions (149–151).  
 
In 2009, an unique definition was established by the International Diabetes Federation and 
American Heart Association/ National Heart, Lung, and Blood Institute (152). They agreed that 
the presence of any 3 of the 5 risk factors constitutes a diagnosis of MetS. In Table 1 are shown 
the 5 criteria used for its definition. 
 
Table 1 Criteria for Clinical Diagnosis of the Metabolic Syndrome(152). 
Measure Categorical Cut Points 
Abdominal Obesity Population- and country-specific definitions 
Elevated triglycerides ≥150 mg/dL (1.7 mmol/L) or drug treatment 
Reduced HDL-C 
<40 mg/dL (1.0 mmol/L) in males; <50 mg/dL 
(1.3 mmol/L) in females or drug treatment 
Elevated blood pressure 
Systolic pressure ≥130 mmHg and/or diastolic 
pressure ≥85 mmHg or drug treatment 
Elevated fasting glucose ≥100 mg/dL or drug treatment 
 
2.2 Prevalence and trends of Metabolic Syndrome 
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Like the obesity epidemic, the MetS has become one of the major health problems worldwide. It 
is estimated that the prevalence of the MetS among worldwide adult individuals is reaching 25% 
of the population (153–156).  
In the U.S., approximately one-fifth of the adult population is at high cardiovascular risk 
(154,155). Data from the NHANES indicates that, between 2009 and 2010, the age-adjusted 
prevalence of MetS in adult population was 22.9% (95% CI: 20.3% to 25.5%). The same authors 
found a slightly decrease in the prevalence of the MetS between 1999 [25.5% (95% CI: 22.5% to 
28.6%)] and 2010 [22.9% (95% CI: 20.3% to 25.5%)] due to a decrease in hypertriglyceridemia 
prevalence (33.5% to 24.3%), as did elevated blood pressure (32.3% to 24.0%) (155). They suggest 
that the decrease in hypertriglyceridemia and hypertension is correlated with an increase in in 
lipid-modifying and anti-hypertensive drugs, respectively.  
 
Similar situations have been observed in several European countries. A study with 11 European 
and one US population-based cohorts found that almost 25% of the adult population had MetS. 
They also found that the prevalence increased with advanced age, from 3.7 with age between 
20 and 29 years to over 30% with age 70 years or more. 
 
Figure 3 Prevalence of metabolic syndrome in the periods 1992–1993 and 2002–2003 (157). 
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Countries with a higher prevalence of MetS were Lithuania (>60%), Greece (40%) and Spain (40%), 
whereas those with lower prevalence were Italy (Sardinia) (<10%), Sweden (>10%) and Belgium 
(<20%). In the Mediterranean population of Catalonia, Spain, the prevalence of MetS between 
1992 and 1993 were 18.4% (95% CI 15.8–21.1%) using the ATPIII criteria and 25% (95% CI 22.0–
28.0%) with IDF. After 10 years, the prevalence had increased a 6.4% when ATPIII criteria were 
used and a 3.5% when IDF criteria were used (Figure 3) (157).   
 
2.3 Metabolic Syndrome as a cardiovascular risk factor    
As stated before, the MetS is a cluster of CVD risk factors and therefore, it is reasonable to thing 
that those individuals with MetS could be more exposed to develop CVD. Many studies have 
evaluated the associations of prevalence of MetS and risk of CVD (158–165).  
 
In a recent meta-analysis of 87 prospective observational studies which included nearly one 
million men and women with a mean follow-up of ranging from 1.0 to 32.7 years, Mottillo et al. 
investigated the associations of MetS and risk of CVD, CVD mortality, stroke, myocardial 
infarction and all-cause mortality (158). They found that the MetS was associated with and 
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increased risk of CVD (relative risk [RR]: 2.35; 95% CI: 2.02 to 2.73), CVD mortality (RR: 2.40; 95% 
CI: 1.87 to 3.08), all-cause mortality (RR: 1.58; 95% CI: 1.39 to 1.78), myocardial infarction (RR: 
1.99; 95% CI: 1.61 to 2.46), and stroke (RR: 2.27; 95% CI: 1.80 to 2.85).  They also found that RR 
for all estimates of cardiovascular risk was slightly higher in women than men, especially in all-
cause mortality.  
 
The pathophysiological mechanisms linking the MetS with an increased risk of CVD is still unknown 
(152). However, it is largely accepted by the scientific community that insulin resistance is an 
underling process of the MetS. Insulin resistance, represented by hyperinsulinemia and 
hyperglycemia, lead to the activation of the sympathetic nervous system triggering sodium 
retention and volume expansion and, thus, higher BP (166,167). Also, hepatic production of very 
low-density lipoproteins is increased in those individuals with insulin resistance, leading to 
hypertriglyceridemia, low High Densisty Lipoprotein (HDL) cholesterol, elevated apolipoprotein 
B, elevated small Low Density Lipoprotein (LDL) cholesterol, and consequently, atherosclerosis 
(168–170).   
 
3. Treatment of Obesity and Metabolic Syndrome  
The main goals of Obesity and MetS treatment include sustained weight loss with a primary focus 
on abdominal obesity, improvement of obesity-related health risks and quality of life, and 
reduction of mortality. Intentional weight loss normally is associated with reduced mortality, 
improved blood pressure and lipid profile, mental health and quality of life (171). A modest 
weight loss of 5-10% significantly reduces obesity-related risks (171,172).   
 
Mainly, there are three strategies for obesity treatment. Bariatric surgery can be considered for 
patients with more severe disease and who meet its indications. Pharmacotherapy may be useful 
in some individuals for whom non-pharmacological approaches alone are ineffective or 
insufficient. However, lifestyle management, including diet and physical activity, is 
recommended as the first-line treatment for obesity and its metabolic consequences. 
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3.1 Surgical treatment 
The International Federation of Surgical Obesity has in consideration several selection criteria 
which make a patient suitable for bariatric of weight-loss surgery. Patients must have a BMI ≥ 40 
kg/m2 or those with a BMI ≥ 35 kg/m2 who have associated high-risk comorbid conditions such as 
atherogenic diseases, or T2DM; reasonable attempts at other weight loss techniques; age 
between 18-65 years; obesity related health problems; no psychiatric or drug dependency 
problems; a capacity to understand the risks and commitment associated with the surgery and 
pregnancy not anticipated in the first two years following surgery.  
 
Traditionally, bariatric surgery has been classified in three categories based on anatomical 
changes, restrictive, restrictive-malabsorptive and malabsorptive. However, clinical benefits of 
bariatric surgery in weight loss and improving metabolic comorbidities have been attributed to 
changes in the physiological responses of gut hormones and adipose tissue metabolism (173,174). 
The most common techniques performed in bariatric surgery are Laparoscopic Adjustable Gastric 
Banding, Laparoscopic Sleeve Gastrectomy and Roux-en-Y Bypass. Mean percent weight loss is 
estimated to be between 25% to 95% of total excess weight, depending on the procedure (175).   
 
Several studies have demonstrated a decrease in co-morbid conditions and improvement in health 
after surgery for obesity (176–178). Data from the Swedish Obese Subjects study showed a 
decrease in prevalence of cancer and a 28% reduction in the adjusted all-cause mortality rate in 
those subjects in the surgical group compared with conventionally treated obese  (177,178). Data 
from 7,925 patients of the Utah study also supports these results showing a 52% lower rate of 
death from all-causes (176). 
 
3.2. Pharmacological treatment  
Improving diet combined with reinforced physical activity constitutes the first-line management 
for overweight or obesity, but adherence to lifestyle measures is difficult to achieve. Individuals 
who cannot achieve significant weight loss by lifestyle interventions alone may benefit from 
pharmacological agents which promote weight loss.  
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Weight loss medications have been classified in two major categories: appetite suppressants and 
gastrointestinal fat blockers. Appetite suppressing medications have targeted three monoamine 
receptor systems in the hypothalamus: noradrenergic, dopaminergic and serotonergic (179). In 
the other hand, Orlistat is a potent slowly reversible inhibitor of pancreatic, gastric, and 
carboxylester lipases and phospholipase A2, which are required for the hydrolysis of dietary fat 
in the gastrointestinal tract into fatty acids and monoacylglycerols (180).  
 
Orlistat, lorcaserin, and phentermine plus topiramate-ER, the most used weight-loss drugs at this 
time, increases the chances to achive a >5% of weight loss after 1 year when are used in 
conjunction with lifestyle intervention (181). However, in Spain, Orlistat is the only accepted 
pharmacological treatment for obesity.  
 
3.3. Lifestyle modification  
The key element of obesity treatment is assisting patients to develop healthy lifestyle habits 
through the improvement of better dietary and physical activity choices that will lead to a 
gradual weight loss. The initial goal is to achieve a 5% to 10% weight loss over the initial 6 months 
of treatment (182). Caloric restriction is the most important component in achieving weight loss, 
focusing in fat mass, whereas increased and sustained physical activity is particularly important 
in maintaining the lost weight and reducing the loss of fat free mass (183–185).  
 
3.3.1 Physical activity  
It has been well established that weight control is a delicate balance between energy intake and 
energy expenditure, of which energy physical activity is the most variable and modifiable 
component of the energy expenditure side of the energy balance equation. Physical activity is 
ranged between 10% and 40% of total daily energy expenditure and thus plays an important role 
in the treatment of overweight and obesity (186). The American College of Sports Medicine 
recommends 150 to 250 minutes per week to prevent weight gain(187) and 225 to 420 to promote 
clinically significant weight loss (183).  
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Epidemiological data suggest that physical activity is a key element in weight gain (186,188–190). 
Data from 9325 individuals of NHANES showed that low levels of self-reported recreational 
physical activity were associated with a 3-fold and 5-fold increased risk of weight gain in men 
and women, respectively (191).  
 
However, the results obtained from studies investigating weight loss as a result of aerobic 
exercise training are very heterogonous. The Dose Response to Exercise in Women study found 
no significant changes in body weight in 464 postmenopausal women exercising at 50% (− 0.4 kg), 
100% (− 2.2 kg) and 150% (− 0.6 kg) of public health guidelines for 6 months despite greater than 
89% adherence in all ET groups. Also, the Inflammation and Exercise study (n=129) observed no 
significant weight loss after 4 moth of exercise training (-0.4 kg) compared with the control group 
(0.1 kg) (192). On the contrary, the Diabetes Aerobic and Resistance Exercise study showed 
significant weight loss in the exercise training group (-0.74 kg) compared to the control group 
after 22 weeks of intervention in 251 adults with T2DM.  
 
Although approximately >2 kg can be achieved by exercise training alone, most studies of short-
term weight loss interventions show that the most significant weight loss occurs when a 
combination of diet and exercise is used (183,193–195).         
 
3.3.2 Diet 
Dietary treatment of obesity has as a primary objective to achieve a sustained weight loss which 
allows decreasing obesity-related risks to health. During the last decades, numerous attempts 
have been done to deal with obesity.  
 
The majority of the international societies studying obesity recommend low-energy diets as the 
most valid approximation to obesity treatment (196–204). Although low-energy diet has not a 
specific definition, scientific community and health professionals have established low-energy 
diets as diets with a reduction between 500 and 1000 kcal/d of daily calorie needs and with a 
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total energy intake greater than 800 kcal/d. Macronutrient composition of the low-calorie diet 
(LCD) is still a matter of debate, although a standard composition for a well balance diet has 
been proposed (Table 2) (197).  The use of this type of diets, with a treatment period between 
6 and 12 months, has been associated with a mean loss of about 8%, although, with longer periods 
(3-4.5 years), the loss decreases to about 4% (205). To achieve the calorie reduction, several 
strategies have been proposed including low energy density foods, meal replacements and 
portion size.  
 
Some studies have evaluated the effect of energy density of foods as obesity treatment (206–
209). Ello et al. conducted a 1-year randomized controlled trial to evaluate the effect on weight 
loss of 2 strategies, one low-fat group and one low-fat group + low energy density foods, for 
reducing the energy density of the diet. After one year, both groups had significant weight loss, 
although low energy density foods group had significantly higher loss (209). 
 





Saturated Fatty acids <7% 
Monounsaturated Fatty acids 15-20% 
Polyunsaturated Fatty acids <7% 
Trans Fatty acids <2% 
Fiber 20-40g 
 
One of the most important factors which affect weight-loss diets is the treatment adherence. A 
suggested strategy to facilitate diet adherence has been to use meals replacements. Meal 
replacements products have also been shown to improve weight loss (210,211). In 2003, 
Heymsfield et al, conducted a meta-analysis including 6 randomized controlled clinical trials with 
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487 participants and a follow-up between 3 and 51 months.  A significant higher weight loss was 
observed in the group using meal replacements (7% loss of the initial body weight) than the 
control group (4% loss of the initial body weight). Meal replacement has also been investigated 
as nutritional strategy for weight maintenance. A randomized controlled trial was conducted to 
assess the long-term effects of 2 energy-restricted diets on weight loss in 100 participants. During 
the first 3 months, one of the intervention groups replaced 2 of the 3 meals with meal-
replacement shakes, soups or hot chocolate. During this initial phase, the meal-replacement 
group lost 11.3+/-6.8%, whereas the control group lost  5.9+/-5.0% (210). In a second phase of 
the same study, both groups were prescribed the same energy-restricted diet with one meal and 
one snack replacement for an additional 4 year to maintain the weight loss. At the end of follow 
up, both groups maintained the initial weight loss and average weight loss of meal-replacement 
group was consistently greater than control group (p = 0.001).  
 
Portion size is an important determinant of energy intake. The number of calories ingested by 
subjects at a meal has been directly correlated with the serving size offered (212,213). A 6-
month clinical trial evaluating the effect of portion size vs. usual care in 130 obese individuals 
found that those individuals in the intervention group loss more weight than those in the control 
group (mean ± SD, 1.8% ± 3.9% vs 0.1% ± 3.0%, P = .006) (214).  Larger studies are needed to 
assess the utility of portion size tools in obesity treatment. 
 
A similar approximation to low-energy diets are very-low-calorie diets (VLCD). VLCD are 
commercially formula foods, providing about 450–800 kcal/d, replacing all meals and snacks. The 
use of this type of diets are reserved for patients with severe obesity (BMI ≥ 30 kg/m2) (215) and 
should only be used for fewer than 16 weeks because of clinical adverse effects (216). Scientific 
evidence regarding VLCD suggest that this type of diets is not more effective at long-term than 
conventional low-calorie diet (203). The majority of the studies found that participants who 
completed a comprehensive VLCD program (that included lifestyle modification) generally lost 
15% to 25% of initial weight in 3 to 4 months (217–223) in comparison to the 8% achieved with the 
LCD. In a meta-analysis of 6 RCT including 425 morbidly obese participants with a follow-up 
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between 6 to 26 months, Tsai et al. found that, compared with the LCD, VLCD generated a higher 
short-term weight loss (9.7± 2.4% vs. 16.1±1.6%, respectively; P = 0.0001), although similar long-
term weight losses were found between the two type of interventions (5.0 ± 4.0% vs. 6.3 ± 3.2%, 
respectively; P > 0.2) (223). 
 
Calorie restriction can achieve a moderate amount of weight loss in a short term basis, but often 
this dietary induced weight-loss cannot be maintained long term (205). A large number of dietary 
strategies with different proportions of lipids, proteins, and carbohydrates are currently being 
investigated. There is an intense debate about the different diets and macronutrient proportions 
that are most effective for treating overweight or obesity. Several trials assessing dietary 
composition have been conducted to improve both weight loss and weight maintenance.  
 
3.3.2.1 Low-fat diets  
Over the last 30 years, high-carbohydrate, low-fat diets are recommended as ‘healthy’ for the 
population in general (224) as well as for individuals susceptible to heart disease (225), cancer 
(226), hypertension (225,227), and diabetes (228). Traditionally, low-fat diets have been the 
primary approach of the dietary intervention for obesity treatment (197,201,202,204). There are 
several reasons for targeting dietary fat intake (229,230). Compared with carbohydrates and 
proteins, fat is the most concentrated source of energy, providing ≈38 kJ g–1 as opposed to 17 kJ 
g–1 for carbohydrate or protein, and is preferentially stored in adipose tissue (231). High-fat foods 
are relatively less satiating than are isoenergetic portions of high-carbohydrate or high-protein 
foods; thus individuals on a high-fat diet would tend to consume more total energy to gain the 
required amount of carbohydrate as someone on a low-fat diet (232). Furthermore, the improved 
taste and palatability of fatty foods increase the potential for active overconsumption.  
 
Several clinical trials have evaluated the effect of energy-restricted low-fat diets on weight loss. 
A multicentric intervention trial evaluated whether an energy-restricted low-fat diet (25%) was 
superior to an energy-restricted moderate high-fat diet (40%) for the treatment of obesity. At 
the end of the intervention, average weight loss was 6.9 kg in the low-fat group and 6.6 kg in the 
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high-fat group (p>0.05). However, more subjects lost >10% in the low-fat group than in the high-
fat group ((20.8%, n = 70) versus (14.7%, n = 46) (P = 0.02) (233). Powell et al conducted a clinical 
trial with thirty-five obese women 25 to 45 years of age where randomly allocated into one of 
four energy- restricted dietary fat groups, with 10%, 20%, 30%, or 40% of caloric intake as dietary 
fat. After 12 weeks, no significant differences in the rate or amount of body weight or percent 
body fat lost across the four groups (234). 
 
3. 3.2.2 Hyperproteic diets   
Now a days, hyperproteic diets, based on carbohydrates substitution for protein, has become a 
popular alternative due to the potential benefits for obesity treatment. Traditionally, dietary 
recommendations for protein intake has been established around 10-15% of the total energy 
intake, however, the protein intake of actual hyperproteic diets is around 20-30%. Among the 
most popular hyperproteic diets there are the Atkins diet, the Zone diet and most lately the 
Dukan diet. Although these type of diets have become extremely popular among general 
population, scientific community have not yet reach a clear opinion either hyperproteic diets are 
a good alternative for body weight or not.  
 
Short-term clinical trials assessing the effect of high-protein intake have found a modest positive 
effect on weight loss, although this beneficial effect is not sustained in a long term basis (197). 
A recent meta-analysis of 24 RCT evaluated energy-restricted, isocaloric, high-protein, low-fat 
diets with standard-protein, low-fat diets on weight loss, body composition, resting energy 
expenditure, satiety and appetite, and cardiometabolic risk factors. The authors found a 
moderate beneficial effect of high-protein, low-fat diets on weight loss at short-term on 
comparison of standard-protein, low-fat diets [mean difference, 95% CI: -0.79 kg (-1.50, -0.08), 
P=0.03, respectively). Also, in comparison to standard-protein, low-fat diets, high-protein, low-
fat diets had greater reductions in fat mass (−0.87 kg; 95% CI: −1.26, −0.48 kg), in fat-free mass 
(0.43 kg; 95% CI: 0.09, 0.78 kg) and resting energy expenditure (595.5 kJ/d; 95% CI: 67.0, 1124.1 
kJ/d) (235). Despite the moderate beneficial effects at short-term, RCT comparing high-protein 
diets vs. standard diets didn’t achieve to replicate the same results at long-term (236–242). Only 
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the study of Gardner et al. compering 4 different diets (Atkins, Zone, Ornish y LEARN) found 
significant greater body weight reductions among those in the Atkins diet (low-carbohydrates and 
a 27% of protein content) than the rest of intervention diets (243). However, the study was only 
conducted in women (n=311) and the rest of the intervention diets were not traditional high-
carbohydrates diets but different popular diets. 
 
One of the major concerns about high-protein diets was their long-term safety (244). In 2007 two 
prospective observational studies were published evaluating the associations of protein 
consumption and cardiovascular and all-cause mortality. The first study was conducted in 42,237 
Swedish women, with a mean follow-up of 12 years, where those individuals with higher protein 
and lower carbohydrate intakes had a 37% more risk of cardiovascular death and an 11% more 
risk of all-cause mortality (245). Similarly, the authors of the second study, conducted in 22,944 
Greek adults (mean follow-up of 10 years), found that also those participants in with higher 
intake of carbohydrates and protein had an increased risk of all-cause mortality (per 5 units, HR: 
1.22; 95% CI 1.09 to 1.36) (85). However, some authors suggests that protein source could be a 
key element in the associations between protein intake and mortality (84,246).  
 
3.3.2 3 Low-fat vs. Low-carbohydrate diets 
Although international institutions and public health guidelines promote high carbohydrates, low 
fat, energy-restricted diets as the first option for obesity treatment, the persistence of obesity 
epidemic have been increasing for the last decades and new dietary strategies have to be 
evaluated to overcome this epidemic.  
 
Low-carbohydrates diets have been proposed as a valid alternative to low fat-diets. The logic 
explanation to carbohydrate restriction is that, in response to postprandial hyperglycemia, 
changes in regulatory hormones, insulin and glucagon, will increase fat oxidation and decrease 
fat storage.  
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A great number of trials and several meta-analyses have compared the effects of low-fat diets 
vs. low-carbohydrates diets on weight loss (247–250). In 2006, two similar meta-analyses of RCT 
were published comparing  the effects of low-carbohydrates diets vs. low fat diets (248,249). 
First, Nordmann et al. published a meta-analysis of 5 RCT compering low-carbohydrates diet 
without caloric restriction vs. energy-restricted low-fat diets. The results showed that low-
carbohydrates diets exert a greater weight loss than low-fat diets during the first 6 months, 
although this effect was not significant at 12 month. Similar results were found in another meta-
analysis of 6 RCT conducted by Levine and coworkers. The authors conclude that low-
carbohydrates diets resulted in a higher weight loss than low-fat at 6 months       
     
4. Glycemic index and glycemic load 
 
4.1 Glycemic index 
The concept of the GI was derived from the dietary fiber hypothesis proposed by Burkitt and 
Trowell, who suggested that foods with a slow absorption rate could have better metabolic 
benefits in relation to western societies’ diseases such diabetes and coronary heart disease (251). 
The origin of the GI concept was to establish a valid and robust measure to calculate the impact 
of the carbohydrates present in foods on blood glucose concentrations. In 1981,Prof David Jenkins 
and coauthors defined the GI concept as the incremental area under the blood glucose response 
curve of a 50g carbohydrate portion of a test food expressed as a percent of the response to the 
same amount of carbohydrate from a standard food taken by the same subject (252). Thus, the 
GI is a property of the carbohydrates present in the foods, and it’s determined by several factors 
including the nature of the monosaccharide forming the carbohydrates, the amount of 
carbohydrates absorbed and the amount that are metabolized. The methodology for GI 
calculation is recognized and described by the International Standards Organization (26 642:2010) 
and by the Food and Agriculture Organization of the United Nations (253). Intrinsic and extrinsic 
factors that alter the rate of gastrointestinal motility, digestion and absorption, and the nature 
of the starch, cooking method, particle size, and the presence of fiber, fat, and proteins were 
all found to result in differences in the GI (254,255). Although the glycemic response generated 
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by these foods could differ between individuals with different metabolic conditions, the GI of 
foods is very similar regardless of the pathophysiological condition of the individuals (256). The 
GI of a diet can be calculated through the individual GI values of the foods composing the whole 
diet, and it can estimate the quality of the dietary carbohydrates regardless of the amount 
consumed (257). 
 
Due to glycemic responses generated by carbohydrates are strongly related to insulin responses 
(258,259), GI has been investigated as a possible tool for the prevention or treatment of chronic 
diseases (260–262). GI was firstly used as a dietary tool to T2DM management, however 
subsequent studies have associated GI with other chronic diseases such CVDs, cancer and obesity 
with inconsistent results.  
 
Several investigators have suggested that hyperglycemia generated by high-GI diets can be a key 
dietary factor in the pathogenesis of the T2DM. Prospective cohort studies have found strong 
positive associations between GI and risk of T2DM incidence (263–267). A recent meta-analysis of 
21 prospective cohort studies has evaluated a systematic literature review and dose-response 
meta-analysis of evidence from prospective cohorts. The results of this recent meta-analyses 
indicated significant a dose-response RR for GI (1.08 per 5 GI units; 95%CI: 1.02 to 1.15) (268). 
 
Also, several RCT have evaluated the effect of dietary GI as a dietary approach to the treatment 
of T2DM. Ajala et al. published a systematic review and a doses-response meta-analysis of RCT 
evaluating the effect of GI on the overall strategy of diabetes management.  Beneficial effects 
on glycated hemoglobin was found on those individuals allocated in a low-GI versus other diets 
(high-GI, high fibre or American Diabetes Association recomendations) (Mean difference: -0.14; 
95%CI: -0.24, -0.03, respectively) (269).     
 
Postprandial state has been recognized as a key point on the development of cardiovascular risk 
factors. Elevated postprandial glycemia and insulinema present after the consumption of high-GI 
foods are two important risk factors associated with MetS (270–274). In this context, the use of 
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GI have also been explored as a dietary alternative to reduce the carbohydrate absorption rate, 
and hence to treat CVD. Two independent meta-analyses of 28 RCTs with a follow-up between 4 
and 78 weeks have shown a beneficial effect of low-GI vs. high-GI on total cholesterol and LDL 
(275,276). However, these results were not supported by the data of another recent meta-
analysis of 14 RCTs with a follow-up greater than 6 month where no effect was found between 
interventions with different GI and blood lipids. However, the authors reported a beneficial 
effect of low-GI interventions in C-reactive protein (CRP) and insulin concentrations (277). 
 
In this context, observational studies have associated high dietary GI with an increased risk of 
coronary heart disease and stroke. Four different meta-analyses of observational studies have 
assessed the link between GI on CVD risk and have found similar results (278–281). The most 
recent and more extensive of them found 26% increased risk of CHD in women, but not in men, 
allocated in the highest quartile of dietary GI in comparison with those in the lowest. Similar 
results were found when stroke was the main outcome, although in this case increased risk was 
associated in both men and women (278).         
 
Several investigators have suggested that metabolic effects generated after the consumption of 
high GI food could be associated with an increased risk of several types of cancer (282–288). In 
particular, hyperinsulinemia have been pointed as the unifying mechanism for the developing of 
several types of cancer (289,290). Observational studies evaluating the associations of GI and 
cancer have found different results depending on the type of cancer. A recent meta-analysis 
evaluating diabetes-related cancers (bladder, breast, colon–rectum, endometrium, liver and 
pancreas) found a pooled RR (95 % CI) of diabetes-related cancers of 1.07 (1.04, 1.11) in a 
comparison of the highest and lowest categories of GI. In an specific analysis of cancer type, only 
increased risk of breast cancer (RR 1.06; 95 % CI 1.02, 1.11) and colorectal cancer (RR 1·08; 95 
% CI 1·00, 1·17) was associated with higher dietary GI (291). Molholland et al. conducted a meta-
analysis of 23 cohorts and case-control studies evaluating the associations of GI and risk of 
digestive tract neoplasms. Authors didn’t find any significant association with GI and the different 
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cancer types, although authors stated that there were insufficient data for the majority of the 
types (287). 
 
4.2 Glycemic load 
As stated before, the concept of the GI is based exclusively on the type of carbohydrates 
compounding the food and a fixed amount of available carbohydrates, normally 50 g. The 
quantity restriction was established to provide a food ranking, however, this point can create 
some limitations of daily management in which different carbohydrates amounts are eaten during 
meals. Because this, Walter Willet and colleagues at Harvard defined the GL in 1997 as the 
arithmetic product of GI and carbohydrate amount (264).  
 
Firstly, the physiological validity of the GL concept was questioned due to its mathematical 
conception and the lack of experimental studies evaluating its correlation with glycemic and 
insulinemic responses evoked by different foods. Trying to resolve this, Brand-Miller et al. 
conducted a feeding trial where glycemic and insulinemic responses were measured in healthy 
subjects after the consumption of 10 different foods. The results of this feeding trial 
demonstrated that calculated GL can predict both glycemia and insulinemia (292). However, the 
study has several limitations. First, the participants of the study were healthy lean subjects and 
the obtained results cannot be extrapolated to other populations with associated disease. 
Second, tested foods were only individual foods and the GL ability to predict glycemic and 
insulinemic responses to mixed meals was still unknown. To resolve this second question, the 
group of Professor Brand-Miller conducted a new study a few years after where several individual 
foods and mixed meals were evaluated (293). Again, the results indicated that GL have a better 
prediction of glycemic (92%) and insulinemic (77%) responses of individual foods than 
carbohydrate content. When mixed meals were tested, similar, but lower correlations were found 
between GL and glycemic (76%) and insulinemic (68%) responses.  
 
Ultimately, the validity of GL has been demonstrated with the observational and intervention 
studies where this dietary factor has been associated with disease risk or has been used as dietary 
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tool for prevention or treatment. Several epidemiological studies have been conducted since the 
GL concept was created in 1997. Like GI, GL has been associated with chronic diseases like T2DM, 
obesity, MetS, CVD and cancer (260,262,294–296).   
 
Due to the ability to predict glycemia, GL has been investigated as a dietary factor for the 
prevention of T2DM. Prospective cohort studies have investigated the associations of GL and risk 
of T2DM with inconsistence results (263,264,267,297–306). Some of them found weak or 
contradictory observations (300–306), whereas the others found strong associations (263,267,297–
299). In a meta-analysis including all prospective studies published to date, the authors reported 
a strong and consistently lower risk of T2DM among those subjects consuming low-GL diets. A 
100-g incremental in dietary GL was associated with a 45% (95% CI: 1.31, 1.61, p<0.001) increased 
risk of T2DM in 757984 men and women (294). 
 
CVD have also been directly associated with GL. Epidemiological studies have found a positive 
association between GL and, CHD and stroke, especially in women (278,279,307). Ma et al., found 
a consistent associations between GL and CVD (HR highest vs lowest categories: 1.23; 95% CI: 
1.11–1.36) in a meta-analysis including 229,213 participants and more than 11,363 cases. In a 
stratified analysis, authors found a stronger association among Caucasian women (307). This 
results were supported by a two recent meta-analyses with similar results (278,279), where 
stronger associations were found between GL and CHD, especially in women.   
 
The scientific community has also investigated the associations between GL and cancer, findings 
were similar than those shown previously regarding GI (282–288). GL has also been associated 
with a 21% increased risk of endometrial cancer when higher categories of GL were compared 
with the lowest (287).   
 
4.3 Epidemiological studies 
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As explained previously, GI and GL have been associated with several chronic conditions including 
T2DM, CVD and cancer. However, GI and GL have also been investigated for the prevention and 
treatment of obesity.  
 
Several prospective cohort studies have investigated the link between dietary GI and GL with 
anthropometrical measurements and with an increased risk of obesity (308–319). The most 
investigated measurement is BMI. Several studies have linked both GI and GL with BMI, finding 
inconsistent results (309,313,314,317,319–321). Ma and co-workers were the first in assess the 
associations between the type of carbohydrates and BMI in 572 healthy American adults. BMI was 
found to be positively associated with GI, but not with GL (320). Similar results were found in a 
cohort of 3931 Japanese young adults. Murakami et al found a positive association not only with 
GI and BMI (lowest vs. highest quintiles: 20.8 and 21.2 kg/m2, p for trend =0.03), but also with 
GL (lowest vs. highest quintiles: 20.5 and 21.5 kg/m2, p for trend =0.0005) (319). However, other 
investigators have found inverse (309,313,314) or no (311,317) association between BMI and GI 
or GL. Two studies conducted in Mediterranean population (Spain and Italy) found inverse 
associations between GI/GL and BMI. Mendez and coworkers were the first in report this inverse 
association in 8,195 Spanish adults. After adjusting for total energy intake, mean difference in 
BMI between the highest and lowest GL tertile was -0.71 kg/m2 (p<0.05) for women. No significant 
association was found in men. In a similar analysis, Rossi et al also found an inverse association 
between GL, and also GI, and BMI. Compared with the lowest tertile, the coefficient for the third 
tertile of GI were -0.46 (-0.74, -0.19) among men and -0.81 (-1.13, -0.49) among women.  
Coefficients for GL were -0.79 (-1.14, -0.45) among men and -1.33 (-1.73, -0.94). The same 
authors also analyzed the correlation between GI and GL, and waist-to-hip ratio without 
significant results (313).  GL has also been associated with obesity prevalence in 1078 Korean 
men and women. Those participants in the highest tertile of GL had a 50% less chance to be obese 
compared with those in the lowest (314). 
 
The different types of carbohydrates have also been associated with waist circumference. Four 
different studies have evaluated this association with inconsistent results (310–312,317). Two of 
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the four studies found a positive significant association between GI and waist circumference and 
the other two not (310,317). In a cohort of 89432 participants, aged 20-78 years from five 
European countries, Du and collaborators observed that whit every 10-point higher in GI, waist 
circumference increased by 0.19 cm per year (95% CI: 0.11, 0.27) (311). GI has also been 
associated with a large weight girth in a cohort with 10912 participants from the Cooper Center 
Longitudinal Study. In this study, men and women allocated in the highest quintile of energy-
adjusted GI were associated with a 27% (95% CI: 1.07, 1.51) and 74% (95% CI: 1.04, 2.89) more 
risk of large waist girth prevalence than those allocated in the lowest, respectively. However, 
GL was associated with inversely with large waist girth (OR: 0.52; 95% CI: 0.43, 0.63) in men, but 
not in women. 
 
4.4. Clinical trials 
The usefulness of the GI concept to reduce body weight has been investigated in a large number 
of diverse trails with different length, approximations and populations. The few systematic 
reviews and meta-analysis published to date have found a modest beneficial effect of low-GI 
diets in comparison with high-GI diets or low-fat diets, although there is a significant amount of 
inconsistency in the current findings (260,322). The majority of clinical trials conducted to assess 
the effect of GI/GL on weight loss used a parallel design and compared low-GI/GL diets in 
comparison to either low-fat or high-GI/GL diets.   
 
To our knowledge, from the 26 identified clinical trials, 6 have found a significant beneficial 
effect of GI or GL on weight loss (323–328). One of them is the study conducted by Abete and 
collaborators where 32 participants, 14 females and 18 males, were randomized either to an 
energy-restricted low-GI diet or high-GI diet during 8 weeks. At the end of follow-up, participants 
allocated in the low-GI diet had a significant greater reduction in body weight than the high-GI 
group (−7.5 ± 2.9% vs −5.3 ± 2.6%; p = 0.032, respectively). The rest of clinical trials conducted 
to date couldn’t achieve significant differences between intervention groups although the 
majority of them found a beneficial trend in Low-GI/GL interventions (329–340). Only the study 
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of Bellisle et al. found greater body weight reductions in control group, a Weight Watchers 
POINTS programme for 12 weeks, than the low-GI,high-carbohydrates group.  
 
Three more trails have evaluated the effects of GI on weight loss with a different approximation. 
All three studies were clinical trial with multiple interventions combining GI with other weight-
loss strategies. However, none of them found significant differences between interventions (341–
343).        
 
4.5 Potential mechanisms 
Several physiological mechanisms have been proposed to link dietary GI and body weight or 
obesity. The most accepted are substrate oxidation, satiety and inflammation and they could be 
based on the postprandial metabolic environment precipitated by hyperglycaemia and 
hyperinsulinemia, which accelerate glucose oxidation and stimulate fat storage.  
 
4.5.1 Substrate Oxidation 
Due to postprandial insulin modulation by GI foods, some investigators have assessed the effect 
of GI on fuel partitioning and obesity (344,345). Short-, medium- and long-term studies failed to 
demonstrate that meals or diets differing in GI have significant effects on carbohydrate and fat 
oxidation and body composition. Ritz et al. evaluated fuel oxidation after the ingestion of 50 g 
of carbohydrates from glucose and manioc starch in non-obese healthy subjects for 6 h using a 
crossover design. Cumulative fat oxidation was not different between carbohydrate loads. Díaz 
et al. evaluated the effect of high- and low-glycaemic breakfast and lunch on fuel oxidation in 
obese women using a crossover design. Similarly, no differences between postprandial non-
protein respiratory quotient after breakfast and lunch were observed. Some authors have state 
that probably differences in insulin concentrations between low-GI and high-GI diets are not 
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4.5.2 Satiety 
Satiety modulation also appears to be a potential mechanism relating low-GI and weight loss. 
High insulin and low glucagon responses generated after the ingestion of high-GI meal enhances 
glucose uptake in the muscle, liver and fat tissue. Moreover, lipolysis is inhibited and hepatic 
glucose production is limited. This specific metabolic environment, where carbohydrate and fat 
are inhibited in the postprandial state, may lead a quicker hunger responses and lower satiety 
(344). 
 
Short-term satiety has been shown to increase in the vast majority of studies, although results 
have been inconsistent in long-term studies (346–348). Acute clinical trials have evaluated the 
effect of different GI foods or meals at postprandial period with significant results. Arumugan et 
al., conducted an acute clinical trial where they examined the effects of variations in 
postprandial glycemia and insulinemia on subjective satiety in 14 overweight and obese women. 
After 4 hours, participants consuming high-GI beverages indicated significantly higher ratings of 
hunger and prospective intake than those in the low-GI group (349). Similarly, Reynolds and 
coauthors assess the effect of either low or high glycemic meals during all day-long (10 h) on 
blood concentrations of glucose, insulin, cholecystokinin and ghrelin in 12 healthy lean subjects. 
Cholecystokinin concentrations were higher during the initial 7 hours (nearly 60% higer in low-GI 
group than high-GI group, P=0.046), but this effect was not observed at 10 hours (350).  
 
Short/mid-term clinical trials (1-12 weeks) have failed to found significant differences in satiety 
ratings between interventions with different GI (337,351–354). In the study of Alfenas and 
collaborators, 39 healthy adults consumed only low- or only high-GI foods ad libitum in the 
laboratory for 8 days. Glucose and insulin concentrations as well as appetitive sensations were 
determined before and for 2 h following breakfast and lunch on days 1 and 8. There were no 
significant differences in plasma glucose or insulin responses, appetitive ratings, or food intake 
between treatments (352). 
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4.5.3 Inflammation  
Chronic or low-grade inflammation is now considered a key factor in the development of several 
chronic diseases, including T2DM (355) and CVD (356). Also, inflammation rise as an alternative 
mechanism underlying the beneficial effects of low-GI foods on obesity control and its metabolic 
derangements. 
 
Associations between GI/GL and inflammatory markers have been investigated in observational 
studies (301,357–363). The majority of the studies have evaluated the associations of dietary GI 
or GL and hsCRP. Six of the eight studies reported associations confined to either GI or GL were 
related to increased hsCRP (301,357,358,360,361,363). Only the studies of Huffman (362) and 
Murakami (359) found no associations between dietary GI or GL and hsCRP. 
 
Some intervention trails have also evaluated the effect of GI on inflammatory markers, specially 
hsCRP (364–376). Three GI/GL intervention studies reported that reductions in hsCRP (372,375)  
-or IL-6 (369)  -in the low-GI/GL group were significantly larger than changes in the control group. 
In 4 more studies, although no significant effects were found between intervention groups, a 
beneficial trend was observed (364,367,368,374). The rest of the mentioned studies did not found 
significantly greater reductions in hsCRP or IL-6 concentrations in the low-GI/GL group 
(365,366,370,371,373,376). 
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    II. JUSTIFICATION 
 
 
Overweight and obesity are described as one of the major health problems worldwide by the 
WHO. In 2008, it was estimated that more than 1.4 million adults aged between 20 and older 
were overweight and approximately 500 million were obese. 
  
The main reasons for the enormous increase in overweight and obesity are physical inactivity and 
loss of healthy dietary habits. Thus, lifestyle interventions are the principal tool for the 
prevention and treatment of overweight and obesity and its associated comorbidities.  
 
Traditionally, low-fat energy-reduced diets have been recommended for the majority of the 
scientific and medical associations to prevent or treat obesity and its associated CVD risk factors.  
However, nowadays, the potential beneficial role of the dietary carbohydrates, especially the 
quality of those, has been putted into consideration as a valid alternative for the prevention and 
treatment of obesity. The GI concept, introduced in the eighties by Professor Jenkins and 
coworkers, has been postulated as a dietary tool for the management of several chronic diseases 
such as T2DM, CVD, obesity, MetS and cancer. Although strong scientific evidence have been 
published regarding the beneficial effect of GI, and also GL, on the management of T2DM, 
inconsistent results have been shown with other chronic conditions, including obesity and MetS.  
 
Few observational studies have evaluated the cross-sectional associations between GI/GL and 
MetS and its features with inconsistence results. Moreover, the association between GI/GL and 
the incidence of new cases of MetS has never been investigated before. Due to the actual 
inconsistency and the lack of knowledge in the available scientific evidence in the matter of 
GI/GL and MetS, we decided to evaluate this matter in the framework of the PREDIMED study, a 
cohort of individuals at high CVD risk. 
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A low chronic inflammatory status has been pointed out as a key factor involved in the 
pathophysiology of several metabolic diseases. The inflammatory trigger in obesity could be due 
an excess of nutrients. Some investigators have suggested inflammation as one of the possible 
mechanisms linking GI and obesity and its associated comorbidities. In this sense, several 
observational studies have assessed the link between GI and inflammation, although most of 
them have only focused on CRP and were not controlled by potential confounders as fiber. 
 
The scarcity and the inconsistency of the evidence available on the effect of dietary GI and GL 
on adipokines led us to examine the changes in dietary GI and GL and changes in several 
adipokines and related metabolic risk markers of obesity and diabetes in a cohort of elderly 
subjects at high cardiovascular risk. 
 
Finally, due to the limited evidence obtained from prospective observational studies, we have 
aimed to investigate the potential beneficial effects of GI on obesity and its comorbidities in the 
context of a randomized controlled trial. Owing to that we have designed the GLYNDIET study to 
assess the efficacy of two moderate-CH diets and a low-fat diet with different GIs on weight loss 
and the modulation of satiety, inflammation and other metabolic risk markers.
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A greater dietary GI and/or GL are associated with an increased risk of MetS development or any 
of its features in a cohort of participants at high cardiovascular risk.  
 
A greater dietary GI and/or GL are associated with higher concentrations of peripheral 
adipokines and inflammatory markers in a cohort of participants at high cardiovascular disease 
risk. 
 
A chronic consumption of low-GI/ low-GL energy restricted diet may be more effective than 
isocaloric high-GI or low-fat diets at reducing body weight and improving metabolic profile, 
through an increased satiety and a beneficial inflammatory modulation.   
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To analyze the association between dietary GI and GL and the risk of to develop MetS and its 
features in a high cardiovascular risk population.  
 
To analyze the relationship between dietary GI and GL, peripheral adipokines and inflammatory 
markers in a high cardiovascular risk population   
 
To analyze the effectiveness of a high GI/GL diet versus a low-GI/GL and a low-fat diet in body 
weight loss and the improvement of metabolic profile, through the modulation of some 
mechanisms related to satiety, inflammation and other metabolic risk markers.
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The PREDIMED Study 
The PREDIMED study (Prevención con Dieta Mediterránea) is a large, parallel group, multicenter, 
controlled, randomized clinical trial, aiming to assess the effect of Mediterranean Diet on the 
primary prevention of CVD (myocardial infarction, stroke, and death from cardiovascular causes) 
in elderly subjects at high cardiovascular risk. Secondary end points were death by any cause, 
heart failure with pulmonary edema, new-onset diabetes mellitus, dementia, and cancer 
incidence other than non-melanoma skin cancer. Additionally, other intermediate variables such 
as body weight, blood lipids, blood pressure, fasting glucose and markers of inflammation were 
also evaluated. (www.predimed.org) 
 
Study Population  
Participants were community-dwelling men and women, aged 55–80 and 60–80 years, 
respectively, with no CVD at enrolment and who fulfill the inclusion criteria. The inclusion 
criteria were: 
 
a. Type-2 diabetes. Diagnosis of type-2 diabetes is based on at least one of the following 
criteria: 
 Current treatment with insulin or oral hypoglycemic drugs. 
 Fasting glucose > 126 mg/dl (fasting is defined as no caloric intake at least for 
8 hours). 
 Casual glucose > 200 mg/dl with polyuria, polydipsia, or unexplained weight 
loss. 
 Glucose > 200 mg/dl in two measurements after an oral glucose tolerance test 
OR 
b. Three or more of the following risk factors: 
 current smoker (>1 cig/day during the last month) 
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 HBP (systolic BP>=140 or diastolic BP>=90 mmHg or under antihypertensive 
medication) 
 LDL-cholesterol >= 160 mg/dl 
 HDL-cholesterol <= 40 mg/dl independently of lipid-lowering therapy 
 body mass index >=25 kg/m2 
 family history of premature CHD (definite myocardial infarction or sudden death 
before 55 years in father or male 1st-degree relative, or before 65 years in 
mother or female 1st-degree relative) 
 If the HDL-cholesterol level is >=60 mg/dL, one risk factor should be subtracted. 
 
Major exclusion criteria are: 
 
a. Documented history of previous CVD, including CHD (angina, myocardial infarction, 
coronary revascularization procedures or existence of abnormal Q waves in the 
electrocardiogram (EKG)), stroke (either ischemic or hemorrhagic, including transient 
ischemic attacks), and clinical peripheral artery disease with symptoms of intermittent 
claudication. 
b. Severe medical condition that may impair the ability of the person to participate in a 
nutrition intervention study (e.g. digestive disease with fat intolerance, advanced 
malignancy, or major neurological, psychiatric or endocrine disease). 
c. Any other medical condition thought to limit survival to less than 1 year. 
d. Immunodeficiency or HIV-positive status. 
e. Illegal drug use or chronic alcoholism or total daily alcohol intake >80 g/d. 
f. Body mass index > 40 kg/m2. 
g. Difficulties or major inconvenience to change dietary habits. 
h. Impossibility to follow a Mediterranean-type diet, for religious reasons or due to the 
presence of disorders of chewing or swallowing (e.g., difficulties to consume nuts) 
i. A low predicted likelihood to change dietary habits according to the Prochaska and 
DiClemente stages of change model (377). 
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j. History of food allergy with hypersensitivity to any of the components of olive oil or nuts. 
k. Participation in any drug trial or use of any investigational drug within the last year. 
l. Institutionalized patients for chronic care, those who lack autonomy, are unable to walk, 
lack a stable address, or are unable to attend visits in the PCC every 3 months. 
m. Illiteracy. 
n. Patients with an acute infection or inflammation (e.g., pneumonia) are allowed to 
participate in the study 3 months after the resolution of their condition. 
 
Subjects were recruited from October 2003 to June 2009 in the different recruitment centers all 
around Spain (Málaga, Sevilla, Balearic Island, Barcelona, Reus‐Tarragona, Pamplona, Basque 
Country, Valencia, Gran Canaria). 
 
Intervention 
The participants included in the study were randomly assigned in a 1:1:1 ratio to one of three 
nutritional education interventions: a Mediterranean diet supplemented with extra-virgin olive 
oil (approximately 1 litre per week), a Mediterranean diet supplemented with 30g of mixed nuts 
(15g of walnuts, 7.5 g of hazelnuts and 7.5 of almonds), or a control group in which participants 
received counselling to follow a low-fat diet according to the Third Report of the National 
Cholesterol Education Program (NCEP) Expert Panel on Detection, Evaluation, and Treatment of 
High Blood Cholesterol in Adults (Adult Treatment Panel III) (378). The dietary intervention was 
conducted by registered dietitians who advised and encouraged the study participants to follow 
the assigned intervention diet. After two screening visits, participants who were randomized in 
one of the three intervention diets had an individual baseline visit and a group session. Every 
three month, group sessions were scheduled separately for every intervention diet where 
participants were provided with written material including shopping lists, weekly meal plans and 
cooking recipes, and supplemental foods at no cost for those participants allocated to the 
Mediterranean diets. Olive oil and nut industry companies are committed to supplying for free 
the food supplements used in the study. Yearly, general medical questionnaire (Appendix 1), 
including cardiovascular risk factors; past medical history; pharmacological treatment; family 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 
Dipòsit Legal: T 1610-2015
Methods- 49 
 
history of ischemic cardiopathy, hypertension and diabetes; tobacco use; alcohol intake and 
socioeconomic status, and food frequency questionnaire (FFQ) (Appendix 2) were obtained. 
 
Dietary assessment 
At baseline and annually thereafter, a validated 137-item FFQ was administrated to estimate 
average daily nutrient intake over the previous 12-month period (379). The FFQ was designed to 
be semi-quantitative and the frequencies of consumption of the food items were reported on an 
incremental scale with nine levels (never or almost never, 1–3 times per month, once per week, 
2–4 times per week, 5–6 times per week, once per d, 2–3 times per d, 4–6 times per d and more 
than six times per d). Energy and nutrient intake was calculated from Spanish food composition 
tables (380,381).  
 
With glucose as a reference scale, GI values for each food were extracted from the international 
GI and GL values (382).  The average daily dietary GI was calculated by multiplying the GI of 
individual foods by the percentage of total energy contributed by carbohydrate (∑[GI food item 
× (g carbohydrate per serving food item × servings consumed per day/g carbohydrate consumed 
per day)]). Dietary GL was calculated by multiplying the daily GI of each food by the amount of 
carbohydrate consumed and dividing the product by 100((daily GI × g carbohydrate consumed per 
day)/100), and then adding up the values for all foods (257,383). The FFQ was validated for 
dietary GI and GL. Reproducibility and relative validity for dietary GI explored by the intraclass 
correlation coefficient was 0.321 and 0.244, respectively, and 0.846 and 0.525 for dietary GL. 
 
A yearly 14-item questionnaire was the primary measure used in this study to appraise adherence 
of participants to the Mediterranean diet (Appendix 3). Mediterranean Diet Adherence 
questionnaire was adapted from a previous questionnaire from a Spanish case-control study for 
myocardial infraction (384). In addition to the 9 initial items from the original questionnaire 
(385), 5 extra items were added to assess adherence to the traditional Mediterranean diet foods 
and cooking habits. 
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Anthropometric and biochemical measurements 
Anthropometric measurements and blood pressure were measured at baseline and every year 
during the follow-up. Body weight and height were measured wearing light clothing and no shoes 
by trained personal with calibrated scales and wall-mounted stadiometer, respectively. Waist 
circumference was measured with an anthropometric tape midway between the lower rib and 
the superior border of the iliac crest.  Blood pressure was measured in triplicate with a 5-min 
interval between each measurement with a validated semiautomatic oscillometer (Omron HEM-
705CP, Hoofddorp, Netherlands).  
 
Leisure-time physical activity was evaluated using the validated Spanish version of the Minnesota 
leisure-time physical activity questionnaire (386) (Appendix 4).  
 
At baseline and yearly, blood samples were obtained in fasting conditions and aliquots were kept 
frozen (-80ºC) in a Biobank. Plasma glucose, serum cholesterol, HLD cholesterol, and triglycerides 
concentrations were determined using standard enzymatic automated methods. In patients 
whose triglycerides were less than 400 mg/dl, LDL-cholesterol concentrations were estimated 
using Friedewald formula (387). 
 
Peripheral adipokines and inflammatory markers were determined in 511 consecutively admitted 
participants recruited from the PREDIMED trial centers in Reus and Barcelona. Plasma 
adiponectin, adipsin, ghrelin, glucagon-like peptide 1 (GLP-1), glucose-dependent insulinotropic 
polypeptide (GIP), IL-6, leptine, plasminogen activatior inhibitor-1 (PAI-1), resistin, TNF-α and 
visfatin were determined using the Bio-Plex cytokine assay (Bio-Rad Laboratories Inc., Hercules, 
CA, USA) according to manufacturer’s instructions. 
Metabolic Syndrome definition 
Prevalent MetS and its features were defined in accordance with the updated harmonized 
International Diabetes Federation and the American Heart Association/National Heart, Lung, and 
Blood Institute criteria (152).  Participants were considered to have MetS if they had three or 
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more of the following components: a) abdominal obesity for European individuals (≥88 cm and 
≥102cm in women and men, respectively), b) hypertriglyceridemia [≥150 g/dL] or drug treatment 
for elevated TG, c) low concentrations of HDL-cholesterol [<40 mg/dL in men; <50 mg/dL in 
women] or drug treatment for low HDL-cholesterol, d) high blood pressure (systolic ≥130 and/or 
diastolic ≥85 mmHg) or antihypertensive drug treatment, e) high fasting glucose [≥100 mg/dL] or 
drug treatment for diabetes. 
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The GLYNDIET study. 
The GLYNDIET study has been designed as a 6-month randomized, parallel, controlled clinical 
trial aiming to evaluate the effect of the dietary GI on weight loss, satiety, glucose and insulin 
metabolism, lipid profile, inflammation and other emergent metabolic risk markers. 
 
Study Population 
Eligible participants were community-dwelling men and women aged between 30 and 60 years, 
with a BMI between 27 and 35 Kg/m2. 
 
Participants were excluded if they had one of the following criteria:  
 
a. Non-controlled T2DM defined as a HbA1c > 8%.  
b. Systolic blood pressure (SBP) > 159 mmHg or diastolic blood pressure (DBP) > 99 mmHg. 
c. Plasma LDL-cholesterol > 160 mg/dL. 
d. Plasma triglyceride concentrations > 400 mg/dL. 
e. Suspicion of secondary obesity 
f. Presence of any inflammatory or chronic obst.ructive pulmonary disease, infection, 
active neoplastic, endocrine or haematological disease at the time of the study. 
g. Blood leukocyte count ≥ 11 x 106 cells. 
h. Use of anti-inflammatory drugs, steroids, hormones or antibiotics that could affect the 
parameters analysed in the study. 
i. Changes in medication for lipid profile, diabetes or hypertension in the previous three 
months. 
j. Active alcoholism or drug dependence, excluding tobacco use. 
k. Restrictive diet 3 months before the study or weight loss > 5 kg in the previous 3 months. 
l. Any medical condition that advised against being included in the study. 
m. Problems in understanding the study or anticipated difficulty in making dietary changes 
according to the Prochaska and DiClemente model (377). 
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Subjects were recruited from the outpatient clinics in obesity of the University Hospital of Sant 
Joan de Reus and announcements made in the Reus (Spain) primary care centres of the Institut 
Català de la Salut. 
 
Intervention 
Participants fulfilling the inclusion criteria were randomly assigned to three different dietary 
intervention groups of the same size. Randomization was done by a computer-generated random-
number sequence. Subjects were assigned to blocks of 3 participants balanced for sex, age (<45 
and ≥ 45 years) and anti-diabetic medication use (yes or no). Subjects were advising on a: a low-
GI diet (40% of energy from fat, 42% from low-GI carbohydrates and 18% from protein), a high-GI 
diet (40% of energy from fat, 42% from high-GI carbohydrates and 18% from protein) or a low-fat 
diet (30% of energy from fat, 52% from high-GI carbohydrates and 18% from protein). 
Recommended diets were isocaloric, and the amount of dietary fibre, do not differ between the 
three intervention groups. Diets were designed at 1500, 1700, 2000 and 2500 kcal/d, and all 
participants were categorized as having one of the four levels of dietary energy content after 
subtracting 500 kcal/d of the total estimated energy intake to achieve a desired weight loss. 
 
Anthropometric and biochemical measurements 
Clinical visits were scheduled at baseline, 15 days into the intervention, and then monthly until 
the end of the study. Body weight and height were measured using calibrated scales and a wall-
mounted stadiometer, with subjects wearing light clothes and no shoes. Waist circumference 
was measured twice midway between the lowest rib and the iliac crest. Body composition was 
measured by bio-electrical impedance analysis (TANITA TBF-300, Arlington Heights, USA). Blood 
pressure was measured in the non-dominant arm, using a validated semiautomatic oscillometer 
(Omron HEM-705CP, Hoofddorp, Netherlands) in duplicate with a five-minute interval between 
each measurement. Physical activity was evaluated using the validated Spanish version of the 
Minnesota Leisure Time Physical Activity Questionnaire (24). Blood samples were collected at 
baseline and at the end of the study and were kept frozen (-80ºC) in a Biobank. Routine 
biochemical measurements were determined using standard enzymatic automated methods 
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(COBAS, Roche Diagnostics Limited, Basel, Switzerland). Specific biochemical measurements 
were determined in plasma using enzyme-linked immunosorbent assay commercial kits and 
MILLIPLEX® MAP Plex Kit (Merck Millipore, Billerica, USA). Insulin resistance and insulin secretion 
were estimated by the HOMA-IR and HOMA-BCF methods (388). 
 
Dietary assessment 
Dietary intake was estimated at baseline and in the 1st, 3rd and 6th months of intervention by 
means of 3-day dietary records including two workdays and a weekend day. Energy and nutrient 
intake were calculated using Spanish food composition tables (389).  
 
Visual analogue scales (VASs)  
At baseline, a fixed breakfast test, according to the nutritional characteristics of the intervention 
assigned diets, was served to all subjects. VASs were evaluated in a fasted state (immediately 
before the breakfast) and every thirty minutes after for a period of 2 hours in a controlled 
environment. 
 
Full details of the GLYNDIET study protocol are detailed in the publication nº1. 
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VI. STUDY POPULATION 
 
Study 1. Dietary glycemic index/load and peripheral adipokines and inflammatory markers in 
elderly subjects at high cardiovascular risk. 
 
Subjects in the analysis were 511 consecutively admitted participants recruited from the 




Study 2. Effect of the glycemic index of the diet on weight loss, modulation of satiety, 
inflammation and other metabolic risk factors: a randomized controlled trial. 
 
For the present study, all participants of the GLYNDIET study, recruited between February 2010 




Study 3. Dietary glycemic index and glycemic load are positively associated with risk of 
developing metabolic syndrome. 
 
The total sample considered for the cross-sectional analysis was 6,622 participants, whereas for 
the longitudinal assessment contained only those subjects free of MetS at baseline (n=1832). 
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BACKGROUND: GI and/or GL have been explored as an alternative for the prevention and/or 
management of obesity, cardiovascular disease, type 2 diabetes mellitus, and cancer. Objective: 
The purpose of the manuscript is to describe the design and methods used in the GLYNDIET 
Project, a study designed to simultaneously address the questions related to the exactly role of 
low glycaemic index carbohydrates has on weight loss. 
 
METHODS: This study was designed as a 6-months randomized, parallel, controlled clinical trial 
aiming to evaluate the effect of the dietary GI on weightloss, satiety, glucose and insulin 
metabolism, lipid profile, inflammation and other emergent metabolic risk markers. Eligible 
subjects were community-dwelling men and women aged between 30 and 60 years, with a BMI 
between 27 and 35 kg/m2. Subjects were randomly assigned to three different dietary 
intervention groups (low-GI diet, high-GI diet or low-fat diet), that were isocaloric, and did not 
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differ in the amount of dietary fibre. Monthly, study subjects were scheduled for control visits 
where anthropometry, blood pressure, dietary habits, satiety and physical activity were 
assessed. Blood, urine and subcutaneous adipose tissue samples were collected at baseline and 
at the end of the study to further molecular and biochemical measurements. 
 
DISCUSSION: The GLYNDIET study was designed to determine if there is a greater effectiveness 
of a carbohydrate restricted diet with low-GI compared to an isocaloric diet with carbohydrates 
of high-GI or low-fat diet on weight loss in middle long-term.
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BACKGROUND AND AIMS: Epidemiological and clinical studies suggest that low-GI diets could 
protect against weight gain. However, the relationship between these diets and adipokines or 
inflammatory markers is unclear. In the present study we examine how the dietary GI and dietary 
GL are associated with several adipokines and related metabolic risk markers of obesity and 
diabetes in a cross-sectional and longitudinal manner. 
 
METHODS AND RESULTS: 511 elderly community-dwelling men and women at high cardiovascular 
risk were recruited for the PREDIMED trial. Dietary data were collected at baseline and after 1 
year of follow-up. The GI and GL were calculated. Plasma leptin, adiponectin and other metabolic 
risk markers were measured at baseline and after 1 year. At baseline, subjects in the highest 
quartiles of GI showed significantly higher levels of TNF and IL-6 than those in the lowest 
quartiles. Dietary GI index was negatively related to plasma leptin and adiponectin levels. After 
1 year of follow-up, subjects with a higher increase in dietary GI or GL showed a greater reduction 
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in leptin and adiponectin plasma levels. There was no association between GI or GL and the other 
metabolic markers measured. 
 
CONCLUSION: Our results suggest that the consumption of high-GI or high-GL diets may modulate 
plasma concentrations of leptin and adiponectin, both adipostatic molecules implicated in energy 
balance and cardiometabolic risk.  
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Title: Effect of the glycemic index of the diet on weight loss, modulation of satiety, 
inflammation and other metabolic risk factors: a randomized controlled trial. 
 
Authors: Martí Juanola-Falgarona, Jordi Salas-Salvadó, Núria Ibarrola-Jurado, Antoni Rabassa-










BACKGROUND: Low–GI diets have been proven to have beneficial effects in such chronic 
conditions as type 2 diabetes, coronary heart disease, and some types of cancer, but the effect 
of low-GI diets on weight loss, satiety, and inflammation is still controversial. 
 
OBJECTIVE: We assessed the efficacy of 2 moderate-carbohydrate diets and a low-fat diet with 
different GIs on weight loss and the modulation of satiety, inflammation, and other metabolic 
risk markers. 
 
DESIGN: The GLYNDIET study is a 6-mo randomized, parallel, controlled, clinical trial conducted 
in 122 overweight and obese adults. Participants were randomly assigned to one of the following 
3 isocaloric energy-restricted diets for 6 mo: 1) a moderate-carbohydrate and high-GI diet (HGI), 
2) a moderate-carbohydrate and low-GI diet (LGI), and 3) a low-fat and high-GI diet (LF). 
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RESULTS: At weeks 16 and 20 and the end of the intervention, changes in body mass index (BMI; 
in kg/m2) differed significantly between intervention groups. Reductions in BMI were greater in 
the LGI group than in the LF group, whereas in the HGI group, reductions in BMI did not differ 
significantly from those in the other 2 groups (LGI: 22.45 6 0.27; HGI: 22.30 6 0.27; LF: 21.43 6 
0.27; F = 4.616, P = 0.012; pairwise comparisons: LGI compared with HGI, P = 1.000; LGI compared 
with LF, P = 0.016; HGI compared with LF, P = 0.061). The decrease in fasting insulin, homeostatic 
model assessment of insulin resistance, and homeostatic model assessment of b cell function was 
also significantly greater in the LGI group than in the LF group (P , 0.05). Despite this tendency 
for a greater improvement with a low-GI diet, the 3 intervention groups were not observed to 
have different effects on hunger, satiety, lipid profiles, or other inflammatory and metabolic risk 
markers. 
 
CONCLUSION: A low-GI and energy-restricted diet containing moderate amounts of carbohydrates 
may be more effective than a high-GI and low-fat diet at reducing body weight and controlling 
glucose and insulin metabolism. This trial was registered at Current Controlled Trials 
(www.controlled-trials.com) as ISRCTN54971867.
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BACKGROUND/OBJECTIVES: The MetS is a cluster of metabolic abnormalities that have been 
associated with an increased risk of cardiovascular disease. The aim of the present study was to 
evaluate how the GI and GL are associated with MetS and its features. 
 
SUBJECTS/METHODS: A prospective cohort analysis was conducted in 6,622 participants from the 
PREDIMED study. Energy and nutrient intakes were evaluated using a validated 137-item food 
frequency questionnaire. Dietary GI and GL were calculated using the international GI and GL 
values. MetS and its features were defined in accordance with the criteria of the American Heart 
Association/National Heart, Lung, and Blood Institute (AHA/NHLBI). 
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RESULTS: In a cross-sectional analysis, a positive association was observed across tertiles of GI 
and MetS, abdominal obesity, hypertriglyceridemia, low HDL-cholesterol and high blood pressure 
features among non-diabetic participants (P for trend < 0.05) while no relationship was found 
between tertiles or the continuous variables of dietary GI or GL at baseline and the prevalence 
of MetS or any of its features among diabetic participants. During the median follow-up of 4.8 
years, subjects in the third tertile of change in GI and GL have a greater risk of developing MetS 
than those in the first tertile (Hazard Ratio: 1.19, 95% CI: 1.01–1.40, P for trend= 0.05; Hazard 
Ratio: 1.23, 95% CI: 1.03–1.48, P for trend= 0.070) independently of the presence of diabetes. 
Changes in dietary GI were also associated with an increased risk of low HDL-cholesterol and high 
blood pressure MetS fe                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                            
zatures. Changes in dietary GL were also associated with an increased risk of abdominal obesity, 
hypertriglyceridemia and low HDL-cholesterol.   
 
CONCLUSIONS: Our results suggest that both dietary GI and GL have a potential role in the 
development of MetS and associated clinical features in subjects at high cardiovascular risk. 
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The research undertaken for this thesis aimed to investigate the possible role of the GI on 
reducing risk of chronic diseases, focusing on  the development of MetS and its features and the 
effects of GI on weight loss and its potential mechanisms, especially chronic inflammation. The 
potential role of GI or GL in the development of MetS and its features was investigated in the 
PREDMIED study, a cohort of Mediterranean subjects at high CVD risk. The relationship between 
GI/GL and markers of inflammation were also assessed in a prospective epidemiologic study 
carried out in the PREDIMED cohort. Finally, the effects of GI and GL on weight loss have been 
evaluated in a 6-month randomized controlled trial where the participants were allocated in one 
of the three intervention energy-restricted diets. Additionally in the same RCT, potential 
mechanisms linking GI and weight loss were also evaluated, especially effects on systemic 
inflammation and satiety. The findings presented in the current thesis contribute to extent the 
knowledge of the beneficial effects of GI and GL in the management and development of some 
chronic diseases.   
 
8.1 Associations between dietary GI or GL and metabolic syndrome 
In the current prospective analysis conducted in the PREDIMED cohort, we have shown for the 
first time that an increase in dietary GI and GL during the follow-up was associated with a reduced 
risk of MetS development and also some of some of its features, including hypertriglyceridemia, 
abdominal obesity and lower HDL-cholesterol components of the MetS. This results support 
previous evidence linking the intake of high-GI or high-GL foods with a higher risk of CVD risk 
factors such as MetS. 
 
Current scientific evidence linking dietary GI and GL and disease risk is large and non-conclusive. 
Few studies have evaluated the cross-sectional associations between overall dietary GI or GL and 
MetS (295,310,312,316) with inconsistent results. Whereas two of them found a significant 
positive association between GI or GL and MetS prevalence (295,312), the other two reported no 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 
Dipòsit Legal: T 1610-2015
Discussion- 109 
 
significant associations (310,316). Our results showed a significant positive association between 
GI and GL, and prevalence of MetS among non-diabetic participants. However, we have also 
observed, for the first time, a direct relationship between changes in GI and GL and an increased 
risk of MetS incidence, suggesting a causal relationship between carbohydrate quality and MetS 
development.  
 
Abdominal obesity is one of the main features of the MetS and has been identified as an 
independent risk factor for several chronic conditions such as T2DM, CVD and cancer. GI has been 
investigated as a preventive nutritional strategy or treatment of body weight management and 
fat distribution. To date, contradictory results have been published regarding the possible 
beneficial effect of GI on weight loss. Whereas a significant weight-loss related to low-GI diets 
was observed in short-term clinical trials (322), no beneficial effects were observed in the long 
term (390), and these diets have not been included in the nutritional recommendations of the 
European Food Safety Authority in the context of obesity treatment (391). Contradictory results 
have also been reported regarding abdominal obesity. Within the observational studies analyzing 
the associations between GI/GL and abdominal obesity, few of them found non-significant results 
(310,316), whereas others found a positive relationship (311,312,315). The results of a huge 
observational study conducted in 89,432 participants from 5 different European countries showed 
a significant increase of 0.26 cm of waist circumference per year for a 10-unit increase in GI 
(311). Additionally, a recent meta-analysis of randomized clinical trials with a follow-up of at 
least 6 month reported no significant effect of GI/GL on waist circumference (390). In the present 
study, non-diabetic participants in the highest GI tertile showed a large waist girth, thus 
contributing to the higher prevalence of MetS observed. Accordingly, in the longitudinal 
assessment the higher risk of developing abdominal obesity observed in those participants who 
increased their GL during the follow-up reinforces the potentially negative effect of these diets 
on such an important metabolic cardiovascular factor as abdominal obesity.  
 
In agreement with previous findings (392–394), we also found a significant association between 
the highest GI tertile and blood pressure in non-diabetic subjects. Moreover, we found that the 
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risk of developing hypertension increased with the increase in GI during the follow-up and a trend 
with increased GL at the limit of statistical significance. These longitudinal results support those 
published by Philippou et al. who reported significantly higher reductions in 24-h blood pressure 
after a 6-month low GI diet in comparison to a high-GI diet (394). This may be because increased 
insulin resistance, plasma cholesterol and abdominal obesity, all features of the MetS, act 
directly on the arterial wall (395) and as potential mediators of sodium retention and volume 
expansion thus increasing both blood pressure (166,167) and inflammation, and affecting the 
oxide nitric system (396). 
 
High dietary GI or GL have also been associated with lower concentrations of HDL-cholesterol 
and increased levels of tryglycerides (397–399). In a cross-sectional study of more than 18,000 
non-diabetic middle-aged and older women, those in the highest quintiles of both GI and GL 
showed lower HDL-cholesterol levels and significantly higher TG concentrations (399).  Frost et 
al., also reported similar results in a cohort of British subjects (398). However, in a recent meta-
analysis of randomized clinical trials with at least a 6-month follow-up, GI/GL were not observed 
to have a significant effect on HDL-cholesterol levels (390). In our study, we also found a positive 
association between GI or GL and low HDL-cholesterol and hypertriglyceridemia in non-diabetic 
subjects. Moreover, subjects who increased their dietary GI or GL during the follow-up also 
showed a greater risk of developing hypertriglyceridemia or having lower HDL-cholesterol. This 
could be attributed to a lower clearance of both liver and intestinally derived triacylglycerol 
remnants described after high GI meals (400). 
 
Regarding fasting glucose levels, there is a great consensus about the beneficial role of low-GI 
carbohydrate diets on the management of type 2 diabetes. However, the glucose and insulin 
downregulating role attributed to low-GI or GL diets is still controversial. In a recent meta-
analysis of 14 long-term RCT comparing low GI/GL versus high GI/GL diets, fasting insulin 
concentrations reduced more in participants following low-GI diets, whereas no significant 
changes were found for fasting glucose and glycosilated hemoglobin (390). Accordingly, in the 
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present analysis, we failed to find any significant association between GI or GL and the 
component of the MetS related to glucose levels. 
 
8.2 Associations between GI and GL, and chronic inflammation. 
The results of the cross-sectional analysis conducted in 511 elderly subjects show an inverse 
association between plasma leptin and adiponectin concentrations, and dietary GI and GL. 
Furthermore, in a prospective longitudinal assessment after a 1-year follow-up we demonstrated 
an inverse association between an increased dietary GI or GL and changes in both plasma leptin 
and adiponectin levels, independently of potential dietary and non-dietary confounders. 
However, no significant relationships were observed between dietary GI or GL and other 
adipokine metabolic markers analyzed. 
 
It is quite clear that energy homeostasis requires a fine regulation of food intake, nutrient 
absorption, energy expenditure and storage. These processes are coordinated by the central 
nervous system after controlling the homeostatic signals derived from peripheral tissues. Since 
leptin discovered, the secretory activities of adipose tissue have increased exponentially with 
more than 50 adipocyte-derived products that make different contributions to obesity and its 
pathophysiological features (401). Therefore, because a low grade of chronic inflammation is 
now recognized as one of the central mechanisms underlying obesity and associated 
comorbidities, the potential effect of dietary GI and GL on inflammatory modulation seems 
relevant. However, the few studies carried out to date are controversial because they focus on 
the plasma C-reactive protein and do not evaluate the long-term effects of GI or GL on adipostats 
or other adipokines related to obesity and comorbidities (364,402). 
 
The results of our 1-year prospective longitudinal study conducted in a large sample of subjects 
at high cardiovascular risk are in agreement with the adipostatic theory. The adipokines, leptin 
and adiponectin, are considered to be the two major adipostats in humans because of their role 
in the central nervous system and in peripheral tissues (403,404). In our study, we have 
demonstrated that an increase in the dietary GI and GL are associated with a decrease in leptin 
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and adiponectin plasma concentrations. Our results are in agreement with those obtained using 
an intervention study conducted in rats fed with a high-GI starch diet for 12 weeks  (405) and 
those reported in a postprandial state (406). Therefore, if we consider that higher leptin levels 
are associated with a decrease in food intake and an increase in energy expenditure acting at 
the hypothalamic central level (407), the down-regulation of leptin induced by an increase in GI 
or GL observed in our study could be considered as a mechanism favoring the weight gain and 
obesity attributed to high-GI diets. Moreover, because leptin also exerts autocrine or paracrine 
actions increasing lipolysis and decreasing lipogenesis, the decrease in circulating plasma leptin 
levels observed in our study may lead to a decrease in fatty-acid oxidation and an increase in 
glucose oxidation, which favors fat deposition. Finally, because leptin is primarily known as a 
satiety factor, the decrease in plasma leptin after a high-GI diet sustained the concept that these 
diets are less satiating than low-GI diets (408). 
 
Adiponectin is the most abundant adipocytokine in humans. A low level of circulating adiponectin 
results in insulin resistance, glucose intolerance, dyslipidemia and atherosclerosis (409). 
Recently, adiponectin has been identified in the cerebrospinal fluid of rodents suggesting that it 
has an important role in the central regulation of energy intake and energy expenditure (410). 
However, although the central effects of adiponectin on energy balance are still unclear and 
controversial in humans (404) the results of our study support the hypothesis that high-GI-induced 
hypoadiponectinemia could be to the detriment of obesity. Moreover, the hypoadiponectinemia 
induced by the increase in dietary GI that we observed and reported in a previous epidemiologic 
study  (411) could partly explain the relationship between the GI of the diet and the increased 
risk of T2DM and CVD associated with the consumption of this type of diet. 
 
In our study, we failed to show that the GI and GL had any relationship with incretins, other 
adipokines or related molecules. We only observed significantly higher levels of TNF and a trend 
to higher levels of IL-6 in those subjects in the higher GI quartiles, after adjusting for 
confounders, suggesting that pro-inflammatory cytokines worsened in those subjects consuming 
high-GI foods. In a longitudinal manner, we also reported a positive relationship between an 
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increase in GL and an increase in GIP, but not GLP-1, thus suggesting that a high dietary GL 
contributes to fat deposition and obesity. 
 
8.3. Effect of GI or GL on weight loss 
To our knowledge, this is the first study to simultaneously evaluate the effectiveness of 
moderate-carbohydrate LGI, moderate-carbohydrate HGI, and LF diets with weight loss as the 
main outcome. The results presented in the present thesis showed that a LGI diet reduced weight 
more effectively than did a traditional LF diet, with a HGI. 
 
To date, nearly thirty studies have evaluated the effects of GI or GL on weight management with 
inconsistent results (323–327,412). A meta-analysis with 6 of the previously mentioned RCT found 
a beneficial effect of LGI diets. With a total of 202 participants and a duration between 5 weeks 
and 6 months, the results of the combined RCT showed that participants randomized in the LGI 
interventions lost -1.1 kg (95%CI -2.0 to -0.2) more than those allocated in the HGI group (413). 
However, the RCTs used in the meta-analysis did not adjust intervention for potential dietary 
confounders such as protein or total fiber. However these results are not supported by those 
published in an another meta-analysis conducted by Schwingshackl et al. Including 15 long-term 
(between 12 to 24 months) RCTs, the results of this meta-analysis showed no beneficial effects 
of the LGI diets on body weight or waist circumference in comparison with the HGI diets (390). 
The results from our RCT showed that those participants in the LGI or HGI lost more weight than 
those in the traditional LGI diet, although significant differences were only found between LGI 
and LF groups. These results suggest that diets rich in vegetable fat, mainly extra-virgin olive oil, 
and moderate amounts of carbohydrates have a greater effect on obesity management than 
traditional LF diets. Although we didn’t observed a significant effect of the GI, significant 
differences in weight loss were observed between those diets with larger differences in GL, 
indicating that maybe is the combination of quality and quantity of carbohydrates a key point in 
the management of obesity. These results are not supported by those showed in the publication 
nº 2 where those non-diabetic subjects with higher dietary GI were more likely to have abdominal 
obesity and also with those participants with higher increases in dietary GL during the follow-up 
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that had a 38% more risk of large waist circumference. This discrepancies observed between the 
two studies can be explained by the differences in the design of the studies and also by 
differences between populations.  
 
In the present study no differences were observed between diets in satiety or hunger rates 
derived from VASs, suggesting that the effect on body weight of low- or high-GI diets is mediated 
by other mechanisms rather than short-term satiety modulation. Despite this, and in line with 
the results of short-term satiety studies (346), we observed a non-significant tendency to higher 
satiety rates and lower hunger rates in the LGI group than in the other groups. With the results 
of observed in the publication nº 3, where changes in dietary GI and GL were associated with 
changes in leptin concentrations, we speculated that maybe this relationship could partly explain 
the observed beneficial effects of low-GI foods on satiety. However, these results do not support 
those observed from the VASs.  
 
Insulin sensitivity has been thought to have an important association with the effectiveness of GI 
on weight change (414). However, the reports on the effect of dietary GI/GL on glucose and 
insulin metabolism provide inconsistent data. The results of a recent systematic review and meta-
analysis of RTCs showed no significant effects of diets with different GI or GL on fasting glucose 
and HbA1c. However, the same meta-analysis showed that LGI diets had a significantly greater 
effect on fasting insulin than HGI diets (390). In the GLYNDIET study, both insulin sensitivity and 
resistance significantly improved in participants in the LGI group even after adjusting by changes 
in body weight, suggesting additional mechanisms linking GI/GL and insulin metabolism rather 
than body weight reduction. Improvements in glycemia and insulinemia attributable to LGI diets 
could be mediated by changes in the incretin axis. In this regard, a 28-day weight-maintaining 
high-GL controlled diet led to significantly lower post-prandial concentrations of GLP-1 than a 
low-GL diet after a test breakfast (415). The results of our study support a long-term effect of 
GI on the incretin axis. However, the significant decrease in GIP-1 circulating levels observed in 
the HGI group cannot explain the higher decrease of glucose levels observed in the same dietary 
intervention group. The results observed in the PREDIMED cohort are not in line with those 
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observed in the GLYNDIET study, probably because of differences in the design, methodology and 
population studied. Further research is needed to understand the exact long-term effect of GI/GL 
on incretin axis and its implication in obesity and T2DM. Due to the postulated effect of both 
osteocalcin and uncarboxylated osteocalcin forms on insulin resistance (416), the slightly higher 
increase in osteocalcin and uncarboxylated osteocalcin in the LGI diet group than in the HGI or 
LF diet groups observed in our study reinforces the beneficial role that this type of diet plays in 
insulin metabolism. Overall, our results are in line with those of a previous meta-analysis (414) 
and support findings from prospective cohort studies that consistently indicate that consumption 
of lower GI are associated with a lower T2DM risk (294).  
 
As expected, we observed that HDL-cholesterol tended to increase and triglycerides slightly 
decrease, although the differences observed between groups were non-significant. These results 
are in line with those observed in the publication nº 2 where changes in dietary GI and GL were 
associated with an increased risk of low-HDL-cholesterol and hypertriglyceridemia. Although no 
significant differences were observed between groups in the GLYNDIET study, the results 
presented here add more evidence to the current knowledge of the beneficial effects of GI on 
lipid profile and CVD risk factors.  
 
As commented before, inflammatory modulation has also been postulated as a potential 
mechanism linking dietary GI/GL with the management of obesity and its related comorbidities. 
Few clinical trials have evaluated the effect of GI/GL on inflammatory markers and most of those 
that have only focus on the CRP (369,371,372,383,417). In 773 obese adults from the DIOGENES 
trial, changes in CRP were significantly greater in the LGI than the HGI groups (372). Decreased 
IL-6, TNF, PAI-1 and leptin concentrations have also been observed after weight loss induced 
by LF or LGI hypocaloric diets with no between-group differences (418). Our results from the 
PREDIMED study also indicate a positive associations between GI and GL and some inflammatory 
markers such leptin or adiponectin. However, in the GLYNDIET study, subjects allocated to the 
LGI group show a significant reduction in peripheral CRP and leptin concentrations, and a 
tendency to a higher decrease in IL-6 after the intervention. However, the changes were shown 
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to be different between intervention groups. In our study, the GI/GL of the diet was not observed 
to have any effect on the other inflammatory markers analyzed although, as expected, most of 
them tend to improve because of the weight loss in all the intervention groups. 
 
8.4 Strengths and Limitations 
 
The major strengths of the current thesis are: 
 
The results from the PREDIMED study were analyzed in a cross-sectional and longitudinal manner 
in a large cohort of individuals, indicating both association and cause-relationship. 
 
The strengths of the GLYNDIET study are its medium-term duration, the randomized design 
balanced in each intervention group for sex, age and use of T2DM drugs, and the differences 
between diets in relation to the GI and GL. Moreover, our study is the first to simultaneously 
analyze the effect of an LGI, an HGI and an LF diet on weight loss, satiety, glucose and insulin 
metabolism and several associated metabolic risk markers. 
 
However we recognize that this thesis does have several limitations that need to be taken into 
account.  
 
First, the results analyzed in the PREDIMED cohort were conducted in adult population who are 
at high cardiovascular risk. Thus, baseline concentrations of metabolic markers used in this thesis 
were higher than general population and more prone to be modulated by the dietary 
intervention. Because of that, the results cannot be generalized to other populations. 
 
Second, there may be some dietary measurement error. The FFQ used to collect the dietary data 
was not designed to assess dietary GI and dietary GL. However, after validation, we concluded 
that the GL data collected by the FFQ was more accurate than the GI data. Moreover, due to 
scarcity of data, it was necessary to use GI values derived from studies conducted in different 
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countries where the food or its properties may differ from that consumed in Spain. Nevertheless, 
these limitations would also apply to some other epidemiologic studies and clinical trials involving 
GI and GL measurements. 
 
Third, the results analyzed in the PREDIMED study were conducted in a cohort that was 
undergoing nutritional interventions and we cannot discount a residual effect of intervention 
diets on the present results. However, to address this limitation and to minimize the effect, we 
have adjusted all longitudinal analyses for the intervention group. 
 
Finaly, in the GLYNDIET study, we used dietary food records during the follow up as an indirect 
marker of dietary compliance. Lack of specific biochemical markers of dietary compliance 
related to GI/GL is also a limitation of the study.  
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To analyze the association between dietary GI and GL and the risk of to develop MetS and its 
features in a high cardiovascular risk population. 
 
Our results suggest that both dietary GI and GL have a potential role in the development of MetS 
and some of its components in a cohort of Mediterranean subjects at high cardiovascular risk.  
 
To analyze the relationship between dietary GI and GL, peripheral adipokines and inflammatory 
markers in a high cardiovascular risk population. 
 
The consumption of diets with high-GI foods or high dietary GL may modulate plasma 
concentrations of some cardiometabolic markers thus contributing to weight gain and 
cardiovascular disease. 
 
To analyze the effectiveness of a high GI/GL diet versus a low-GI/GL and a low-fat diet in body 
weight loss and the improvement of metabolic profile, through the modulation of some 
mechanisms related to satiety, inflammation and other metabolic risk markers. 
 
A moderate-CH low-GI diet may be more effective for weight loss than a moderate-CH high-GI 
diet or a conventional low-fat diet. The metabolic benefits observed for insulin resistance and 
sensitivity in those subjects following a low-GI diet, and the tendency to improve other 
inflammatory and associated metabolic risk markers, also indicate that low-GI diets are better 
tools for managing obesity and its associated comorbidities.
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 
Dipòsit Legal: T 1610-2015
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 






1.  Organization WH. Obesity and Overweight. Fact sheet 311 [Internet]. 2014. Available 
from: http://www.who.int/mediacentre/factsheets/fs311/en/ 
2.  Pi-Sunyer FX. Obesity: criteria and classification. Proc Nutr Soc. Published on behalf 
of The Nutrition Society by Cambridge University Press; 2013;59:505–9.  
3.  Ohlson LO, Larsson B, Svärdsudd K, Welin L, Eriksson H, Wilhelmsen L, Björntorp P, 
Tibblin G. The influence of body fat distribution on the incidence of diabetes 
mellitus. 13.5 years of follow-up of the participants in the study of men born in 1913. 
Diabetes. 1985;34:1055–8.  
4.  Larsson B, Svärdsudd K, Welin L, Wilhelmsen L, Björntorp P, Tibblin G. Abdominal 
adipose tissue distribution, obesity, and risk of cardiovascular disease and death: 13 
year follow up of participants in the study of men born in 1913. Br Med J (Clin Res 
Ed). 1984;288:1401–4.  
5.  Seidell JC, Deurenberg P, Hautvast JG. Obesity and fat distribution in relation to 
health--current insights and recommendations. World Rev Nutr Diet. 1987;50:57–91.  
6.  Kelly T, Yang W, Chen C-S, Reynolds K, He J. Global burden of obesity in 2005 and 
projections to 2030. Int J Obes (Lond). 2008;32:1431–7.  
7.  Organization WH. Global Health Observatory (GHO) - Overweight and obesity 
[Internet]. 2014 [cited 1BC Mar 16]. Available from: 
http://www.who.int/gho/ncd/risk_factors/overweight/en/ 
8.  Ministry of Health SS and E. Health National Survey [Encuesta Nacional de Salud]. 
2013.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




9.  Ministerio de Sanidad SS e I. Encuesta Nacional de Salud (National Health Survey) 
[Internet]. 2013. Available from: 
https://www.msssi.gob.es/estadEstudios/estadisticas/encuestaNacional/encuesta2
011.htm 
10.  Organization WH. Global status report on noncommunicable diseases 2010 [Internet]. 
2011. Available from: http://www.who.int/nmh/publications/ncd_report2010/en/ 
11.  Lobstein T, Baur L, Uauy R. Obesity in children and young people: a crisis in public 
health. Obes Rev. 2004;5 Suppl 1:4–104.  
12.  Fund WCR. Food, Nutrition, Physical Activity, and the Prevention of Cancer: a Global 
Perspective. 2on editio. [Washington DC, USA]: American Institute for Cancer 
Research; 2007.  
13.  Ezzati M, Lopez AD, Rodgers A, Murray CJL. Comparative quantification of health 
risks: global and regional burden of disease attributable to selected major risk 
factors. Oragnization WH, editor. [Geneva]; 2004.  
14.  Ogden C, Carroll M. Prevalence of obesity among children and adolescents: United 




15.  Maes HHM, Neale MC, Eaves LJ. Genetic and Environmental Factors in Relative Body 
Weight and Human Adiposity. Behav Genet. Kluwer Academic Publishers-Plenum 
Publishers; 1997;27:325–51.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




16.  Farooqi IS, Keogh JM, Yeo GSH, Lank EJ, Cheetham T, O’Rahilly S. Clinical spectrum 
of obesity and mutations in the melanocortin 4 receptor gene. N Engl J Med. 
2003;348:1085–95.  
17.  Loos RJF. Genetic determinants of common obesity and their value in prediction. 
Best Pract Res Clin Endocrinol Metab. 2012;26:211–26.  
18.  Van Vliet-Ostaptchouk J V, Snieder H, Lagou V. Gene-Lifestyle Interactions in 
Obesity. Curr Nutr Rep. 2012;1:184–96.  
19.  Speliotes EK, Willer CJ, Berndt SI, Monda KL, Thorleifsson G, Jackson AU, Lango Allen 
H, Lindgren CM, Luan J, et al. Association analyses of 249,796 individuals reveal 18 
new loci associated with body mass index. Nat Genet. 2010;42:937–48.  
20.  Wang Y, Beydoun MA. The obesity epidemic in the United States--gender, age, 
socioeconomic, racial/ethnic, and geographic characteristics: a systematic review 
and meta-regression analysis. Epidemiol Rev. 2007;29:6–28.  
21.  Wang Y, Chen H-J, Shaikh S, Mathur P. Is obesity becoming a public health problem 
in India? Examine the shift from under- to overnutrition problems over time. Obes 
Rev. 2009;10:456–74.  
22.  Wang Y, Beydoun MA. The obesity epidemic in the United States--gender, age, 
socioeconomic, racial/ethnic, and geographic characteristics: a systematic review 
and meta-regression analysis. Epidemiol Rev. 2007;29:6–28.  
23.  Beydoun MA, Wang Y. Gender-ethnic disparity in BMI and waist circumference 
distribution shifts in US adults. Obesity (Silver Spring). 2009;17:169–76.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




24.  Chakravarthy M V, Booth FW. Eating, exercise, and “thrifty” genotypes: connecting 
the dots toward an evolutionary understanding of modern chronic diseases. J Appl 
Physiol. 2004;96:3–10.  
25.  Prentice AM. Obesity in emerging nations: evolutionary origins and the impact of a 
rapid nutrition transition. Nestle Nutr Workshop Ser Pediatr Program. 2009;63:47–54; 
discussion 54–7, 259–68.  
26.  Hu FB, Li TY, Colditz GA, Willett WC, Manson JE. Television watching and other 
sedentary behaviors in relation to risk of obesity and type 2 diabetes mellitus in 
women. JAMA. 2003;289:1785–91.  
27.  Besson H, Ekelund U, Luan J, May AM, Sharp S, Travier N, Agudo A, Slimani N, Rinaldi 
S, et al. A cross-sectional analysis of physical activity and obesity indicators in 
European participants of the EPIC-PANACEA study. Int J Obes (Lond). Macmillan 
Publishers Limited; 2009;33:497–506.  
28.  Organization WH. The World Health Report: 2002: Reducing Risks, Promoting Healthy 
Life. 2002.  
29.  Williamson DF, Madans J, Anda RF, Kleinman JC, Giovino GA, Byers T. Smoking 
cessation and severity of weight gain in a national cohort. N Engl J Med. 
1991;324:739–45.  
30.  Hofstetter A, Schutz Y, Jéquier E, Wahren J. Increased 24-hour energy expenditure 
in cigarette smokers. N Engl J Med. 1986;314:79–82.  
31.  Bamia C, Trichopoulou A, Lenas D, Trichopoulos D. Tobacco smoking in relation to 
body fat mass and distribution in a general population sample. Int J Obes Relat Metab 
Disord. 2004;28:1091–6.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




32.  S B Austin SLG. Dieting and smoking initiation in early adolescent girls and boys: a 
prospective study. Am J Public Health. 2001;91:446–50.  
33.  Twardella D, Loew M, Rothenbacher D, Stegmaier C, Ziegler H, Brenner H. The impact 
of body weight on smoking cessation in German adults. Prev Med (Baltim). 
2006;42:109–13.  
34.  Chiolero A, Wietlisbach V, Ruffieux C, Paccaud F, Cornuz J. Clustering of risk 
behaviors with cigarette consumption: A population-based survey. Prev Med (Baltim). 
2006;42:348–53.  
35.  Savage JS, Marini M, Birch LL. Dietary energy density predicts women’s weight change 
over 6 y. Am J Clin Nutr. 2008;88:677–84.  
36.  Ledikwe JH, Rolls BJ, Smiciklas-Wright H, Mitchell DC, Ard JD, Champagne C, Karanja 
N, Lin P-H, Stevens VJ, Appel LJ. Reductions in dietary energy density are associated 
with weight loss in overweight and obese participants in the PREMIER trial. Am J Clin 
Nutr. 2007;85:1212–21.  
37.  Rolls BJ. The relationship between dietary energy density and energy intake. Physiol 
Behav. 2009;97:609–15.  
38.  Kral TVE. Effects on hunger and satiety, perceived portion size and pleasantness of 
taste of varying the portion size of foods: a brief review of selected studies. Appetite. 
2006;46:103–5.  
39.  Gargallo Fernández M, Quiles Izquierdo J, Basulto Marset J, Breton Lesmes I, 
Formiguera Sala X, Salas-Salvadó J. Evidence-based nutritional recommendations for 
the prevention and treatment of overweight and obesity in adults (FESNAD-SEEDO 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




consensus document). The role of diet in obesity prevention (II/III). Nutr Hosp. 
27:800–32.  
40.  Papas MA, Alberg AJ, Ewing R, Helzlsouer KJ, Gary TL, Klassen AC. The built 
environment and obesity. Epidemiol Rev. 2007;29:129–43.  
41.  Kamphuis CBM, Giskes K, de Bruijn G-J, Wendel-Vos W, Brug J, van Lenthe FJ. 
Environmental determinants of fruit and vegetable consumption among adults: a 
systematic review. Br J Nutr. 2006;96:620–35.  
42.  Holsten JE. Obesity and the community food environment: a systematic review. 
Public Health Nutr. 2009;12:397–405.  
43.  Esposito K, Kastorini C-M, Panagiotakos DB, Giugliano D. Mediterranean diet and 
weight loss: meta-analysis of randomized controlled trials. Metab Syndr Relat Disord. 
2011;9:1–12.  
44.  Rosell M, Appleby P, Spencer E, Key T. Weight gain over 5 years in 21,966 meat-
eating, fish-eating, vegetarian, and vegan men and women in EPIC-Oxford. Int J Obes 
(Lond). 2006;30:1389–96.  
45.  Panagiotakos DB, Polystipioti A, Papairakleous N, Polychronopoulos E. Long-term 
adoption of a Mediterranean diet is associated with a better health status in elderly 
people; a cross-sectional survey in Cyprus. Asia Pac J Clin Nutr. 2007;16:331–7.  
46.  Romaguera D, Norat T, Mouw T, May AM, Bamia C, Slimani N, Travier N, Besson H, 
Luan J, et al. Adherence to the Mediterranean diet is associated with lower 
abdominal adiposity in European men and women. J Nutr. 2009;139:1728–37.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




47.  Schröder H, Marrugat J, Vila J, Covas MI, Elosua R. Adherence to the traditional 
mediterranean diet is inversely associated with body mass index and obesity in a 
spanish population. J Nutr. 2004;134:3355–61.  
48.  Shubair MM, McColl RS, Hanning RM. Mediterranean dietary components and body 
mass index in adults: the peel nutrition and heart health survey. Chronic Dis Can. 
26:43–51.  
49.  Sánchez-Taínta A, Estruch R, Bulló M, Corella D, Gómez-Gracia E, Fiol M, Algorta J, 
Covas M-I, Lapetra J, et al. Adherence to a Mediterranean-type diet and reduced 
prevalence of clustered cardiovascular risk factors in a cohort of 3,204 high-risk 
patients. Eur J Cardiovasc Prev Rehabil. 2008;15:589–93.  
50.  Trichopoulou A, Naska A, Orfanos P, Trichopoulos D. Mediterranean diet in relation 
to body mass index and waist-to-hip ratio: the Greek European Prospective 
Investigation into Cancer and Nutrition Study. Am J Clin Nutr. 2005;82:935–40.  
51.  Ferro-Luzzi A, James WPT, Kafatos A. The high-fat Greek diet: a recipe for all? Eur J 
Clin Nutr. 2002;56:796–809.  
52.  Belahsen R, Rguibi M. Population health and Mediterranean diet in southern 
Mediterranean countries. Public Health Nutr. 2006;9:1130–5.  
53.  Muñoz M-A, Fíto M, Marrugat J, Covas M-I, Schröder H. Adherence to the 
Mediterranean diet is associated with better mental and physical health. Br J Nutr. 
2009;101:1821–7.  
54.  Panagiotakos DB, Chrysohoou C, Pitsavos C, Stefanadis C. Association between the 
prevalence of obesity and adherence to the Mediterranean diet: the ATTICA study. 
Nutrition. 2006;22:449–56.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




55.  Appleby PN, Thorogood M, Mann JI, Key TJ. Low body mass index in non-meat eaters: 
the possible roles of animal fat, dietary fibre and alcohol. Int J Obes Relat Metab 
Disord. 1998;22:454–60.  
56.  Kennedy ET, Bowman SA, Spence JT, Freedman M, King J. Popular diets: correlation 
to health, nutrition, and obesity. J Am Diet Assoc. 2001;101:411–20.  
57.  Newby PK, Tucker KL, Wolk A. Risk of overweight and obesity among semivegetarian, 
lactovegetarian, and vegan women. Am J Clin Nutr. 2005;81:1267–74.  
58.  Spencer EA, Appleby PN, Davey GK, Key TJ. Diet and body mass index in 38000 EPIC-
Oxford meat-eaters, fish-eaters, vegetarians and vegans. Int J Obes Relat Metab 
Disord. 2003;27:728–34.  
59.  Pirozzo S, Summerbell C, Cameron C, Glasziou P. Advice on low-fat diets for obesity. 
Cochrane database Syst Rev. 2002;CD003640.  
60.  Willett WC, Leibel RL. Dietary fat is not a major determinant of body fat. Am J Med. 
2002;113:47–59.  
61.  Pirozzo S, Summerbell C, Cameron C, Glasziou P. Should we recommend low-fat diets 
for obesity? Obes Rev. 2003;4:83–90.  
62.  Brehm BJ, Spang SE, Lattin BL, Seeley RJ, Daniels SR, D’Alessio DA. The role of energy 
expenditure in the differential weight loss in obese women on low-fat and low-
carbohydrate diets. J Clin Endocrinol Metab. 2005;90:1475–82.  
63.  Rock CL, Thomson C, Caan BJ, Flatt SW, Newman V, Ritenbaugh C, Marshall JR, 
Hollenbach KA, Stefanick ML, Pierce JP. Reduction in fat intake is not associated with 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




weight loss in most women after breast cancer diagnosis: evidence from a 
randomized controlled trial. Cancer. 2001;91:25–34.  
64.  Sherwood NE, Jeffery RW, French SA, Hannan PJ, Murray DM. Predictors of weight 
gain in the Pound of Prevention study. Int J Obes Relat Metab Disord. 2000;24:395–
403.  
65.  Astrup A, Grunwald GK, Melanson EL, Saris WH, Hill JO. The role of low-fat diets in 
body weight control: a meta-analysis of ad libitum dietary intervention studies. Int J 
Obes Relat Metab Disord. 2000;24:1545–52.  
66.  Westerterp-Plantenga MS, Wijckmans-Duijsens NE, Verboeket-van de Venne WP, de 
Graaf K, van het Hof KH, Weststrate JA. Energy intake and body weight effects of six 
months reduced or full fat diets, as a function of dietary restraint. Int J Obes Relat 
Metab Disord. 1998;22:14–22.  
67.  Sheppard L, Kristal A, Kushi L. Weight loss in women participating in a randomized 
trial of low-fat diets. Am J Clin Nutr. 1991;54:821–8.  
68.  Carmichael HE, Swinburn BA, Wilson MR. Lower fat intake as a predictor of initial 
and sustained weight loss in obese subjects consuming an otherwise ad libitum diet. 
J Am Diet Assoc. 1998;98:35–9.  
69.  Field AE, Willett WC, Lissner L, Colditz GA. Dietary fat and weight gain among women 
in the Nurses’ Health Study. Obesity (Silver Spring). 2007;15:967–76.  
70.  Forouhi NG, Sharp SJ, Du H, van der A DL, Halkjaer J, Schulze MB, Tjønneland A, 
Overvad K, Jakobsen MU, et al. Dietary fat intake and subsequent weight change in 
adults: results from the European Prospective Investigation into Cancer and Nutrition 
cohorts. Am J Clin Nutr. 2009;90:1632–41.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




71.  Yang EJ, Kerver JM, Park YK, Kayitsinga J, Allison DB, Song WO. Carbohydrate intake 
and biomarkers of glycemic control among US adults: the third National Health and 
Nutrition Examination Survey (NHANES III). Am J Clin Nutr. 2003;77:1426–33.  
72.  Bowman SA, Spence JT. A Comparison of Low-Carbohydrate vs. High-Carbohydrate 
Diets: Energy Restriction, Nutrient Quality and Correlation to Body Mass Index. J Am 
Coll Nutr. Routledge; 2002;21:268–74.  
73.  Schaumberg DA, Liu S, Seddon JM, Willett WC, Hankinson SE. Dietary glycemic load 
and risk of age-related cataract. Am J Clin Nutr. 2004;80:489–95.  
74.  Wu T, Giovannucci E, Pischon T, Hankinson SE, Ma J, Rifai N, Rimm EB. Fructose, 
glycemic load, and quantity and quality of carbohydrate in relation to plasma C-
peptide concentrations in US women. Am J Clin Nutr. 2004;80:1043–9.  
75.  Schulze MB, Liu S, Rimm EB, Manson JE, Willett WC, Hu FB. Glycemic index, glycemic 
load, and dietary fiber intake and incidence of type 2 diabetes in younger and middle-
aged women. Am J Clin Nutr. 2004;80:348–56.  
76.  Higginbotham S, Zhang Z-F, Lee I-M, Cook NR, Buring JE, Liu S. Dietary glycemic load 
and breast cancer risk in the Women’s Health Study. Cancer Epidemiol Biomarkers 
Prev. 2004;13:65–70.  
77.  Newby PK, Muller D, Hallfrisch J, Qiao N, Andres R, Tucker KL. Dietary patterns and 
changes in body mass index and waist circumference in adults. Am J Clin Nutr. 
2003;77:1417–25.  
78.  Silvera SAN, Jain M, Howe GR, Miller AB, Rohan TE. Dietary carbohydrates and breast 
cancer risk: a prospective study of the roles of overall glycemic index and glycemic 
load. Int J Cancer. 2005;114:653–8.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




79.  Macdiarmid JI, Cade JE, Blundell JE. High and low fat consumers, their macronutrient 
intake and body mass index: further analysis of the National Diet and Nutrition Survey 
of British Adults. Eur J Clin Nutr. 1996;50:505–12.  
80.  Flood A, Peters U, Jenkins DJA, Chatterjee N, Subar AF, Church TR, Bresalier R, 
Weissfeld JL, Hayes RB, Schatzkin A. Carbohydrate, glycemic index, and glycemic 
load and colorectal adenomas in the Prostate, Lung, Colorectal, and Ovarian 
Screening Study. Am J Clin Nutr. 2006;84:1184–92.  
81.  Hare-Bruun H, Flint A, Heitmann BL. Glycemic index and glycemic load in relation to 
changes in body weight, body fat distribution, and body composition in adult Danes. 
Am J Clin Nutr. 2006;84:871–9; quiz 952–3.  
82.  Jonas CR, McCullough ML, Teras LR, Walker-Thurmond KA, Thun MJ, Calle EE. Dietary 
glycemic index, glycemic load, and risk of incident breast cancer in postmenopausal 
women. Cancer Epidemiol Biomarkers Prev. 2003;12:573–7.  
83.  Halkjaer J, Olsen A, Bjerregaard LJ, Deharveng G, Tjønneland A, Welch AA, Crowe 
FL, Wirfält E, Hellstrom V, et al. Intake of total, animal and plant proteins, and their 
food sources in 10 countries in the European Prospective Investigation into Cancer 
and Nutrition. Eur J Clin Nutr. 2009;63 Suppl 4:S16–36.  
84.  Fung TT, van Dam RM, Hankinson SE, Stampfer M, Willett WC, Hu FB. Low-
carbohydrate diets and all-cause and cause-specific mortality: two cohort studies. 
Ann Intern Med. 2010;153:289–98.  
85.  Trichopoulou A, Psaltopoulou T, Orfanos P, Hsieh C-C, Trichopoulos D. Low-
carbohydrate-high-protein diet and long-term survival in a general population cohort. 
Eur J Clin Nutr. 2007;61:575–81.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




86.  Sinha R, Cross AJ, Graubard BI, Leitzmann MF, Schatzkin A. Meat intake and 
mortality: a prospective study of over half a million people. Arch Intern Med. 
2009;169:562–71.  
87.  Paddon-Jones D, Westman E, Mattes RD, Wolfe RR, Astrup A, Westerterp-Plantenga 
M. Protein, weight management, and satiety. Am J Clin Nutr. 2008;87:1558S–1561S.  
88.  Vergnaud A-C, Norat T, Romaguera D, Mouw T, May AM, Travier N, Luan J, Wareham 
N, Slimani N, et al. Meat consumption and prospective weight change in participants 
of the EPIC-PANACEA study. Am J Clin Nutr. 2010;92:398–407.  
89.  Kahn HS, Tatham LM, Rodriguez C, Calle EE, Thun MJ, Heath CW. Stable behaviors 
associated with adults’ 10-year change in body mass index and likelihood of gain at 
the waist. Am J Public Health. 1997;87:747–54.  
90.  Estruch R, Martínez-González MA, Corella D, Basora-Gallisá J, Ruiz-Gutiérrez V, Covas 
MI, Fiol M, Gómez-Gracia E, López-Sabater MC, et al. Effects of dietary fibre intake 
on risk factors for cardiovascular disease in subjects at high risk. J Epidemiol 
Community Health. 2009;63:582–8.  
91.  Newby PK, Maras J, Bakun P, Muller D, Ferrucci L, Tucker KL. Intake of whole grains, 
refined grains, and cereal fiber measured with 7-d diet records and associations with 
risk factors for chronic disease. Am J Clin Nutr. 2007;86:1745–53.  
92.  Van de Vijver LPL, van den Bosch LMC, van den Brandt PA, Goldbohm RA. Whole-
grain consumption, dietary fibre intake and body mass index in the Netherlands 
cohort study. Eur J Clin Nutr. 2009;63:31–8.  
93.  Du H, van der A DL, Boshuizen HC, Forouhi NG, Wareham NJ, Halkjaer J, Tjønneland 
A, Overvad K, Jakobsen MU, et al. Dietary fiber and subsequent changes in body 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




weight and waist circumference in European men and women. Am J Clin Nutr. 
2010;91:329–36.  
94.  Bes-Rastrollo M, Martínez-González MA, Sánchez-Villegas A, de la Fuente Arrillaga C, 
Martínez JA. Association of fiber intake and fruit/vegetable consumption with weight 
gain in a Mediterranean population. Nutrition. 2006;22:504–11.  
95.  Liu S, Willett WC, Manson JE, Hu FB, Rosner B, Colditz G. Relation between changes 
in intakes of dietary fiber and grain products and changes in weight and development 
of obesity among middle-aged women. Am J Clin Nutr. 2003;78:920–7.  
96.  Tucker LA, Thomas KS. Increasing total fiber intake reduces risk of weight and fat 
gains in women. J Nutr. 2009;139:576–81.  
97.  Koh-Banerjee P, Franz M, Sampson L, Liu S, Jacobs DR, Spiegelman D, Willett W, 
Rimm E. Changes in whole-grain, bran, and cereal fiber consumption in relation to 8-
y weight gain among men. Am J Clin Nutr. 2004;80:1237–45.  
98.  Mokdad AH, Ford ES, Bowman BA, Dietz WH, Vinicor F, Bales VS, Marks JS. Prevalence 
of obesity, diabetes, and obesity-related health risk factors, 2001. JAMA. 
2003;289:76–9.  
99.  Garrison RJ, Kannel WB, Stokes J, Castelli WP. Incidence and precursors of 
hypertension in young adults: the Framingham Offspring Study. Prev Med (Baltim). 
1987;16:235–51.  
100.  Dobrian AD, Davies MJ, Prewitt RL, Lauterio TJ. Development of hypertension in a 
rat model of diet-induced obesity. Hypertension. 2000;35:1009–15.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




101.  Carroll JF, Huang M, Hester RL, Cockrell K, Mizelle HL. Hemodynamic alterations in 
hypertensive obese rabbits. Hypertension. 1995;26:465–70.  
102.  Wang Y, Wang QJ. The prevalence of prehypertension and hypertension among US 
adults according to the new joint national committee guidelines: new challenges of 
the old problem. Arch Intern Med. 2004;164:2126–34.  
103.  Wilson PWF, D’Agostino RB, Sullivan L, Parise H, Kannel WB. Overweight and obesity 
as determinants of cardiovascular risk: the Framingham experience. Arch Intern Med. 
2002;162:1867–72.  
104.  Jones DW, Miller ME, Wofford MR, Anderson DC, Cameron ME, Willoughby DL, Adair 
CT, King NS. The effect of weight loss intervention on antihypertensive medication 
requirements in the hypertension Optimal Treatment (HOT) study. Am J Hypertens. 
1999;12:1175–80.  
105.  Aghamohammadzadeh R, Heagerty AM. Obesity-related hypertension: epidemiology, 
pathophysiology, treatments, and the contribution of perivascular adipose tissue. 
Ann Med. Informa Healthcare London; 2012;44 Suppl 1:S74–84.  
106.  Maffei M, Halaas J, Ravussin E, Pratley RE, Lee GH, Zhang Y, Fei H, Kim S, Lallone R, 
Ranganathan S. Leptin levels in human and rodent: measurement of plasma leptin 
and ob RNA in obese and weight-reduced subjects. Nat Med. 1995;1:1155–61.  
107.  Sandoval DA, Davis SN. Leptin: metabolic control and regulation. J Diabetes 
Complications. 17:108–13.  
108.  Brands MW, Manhiani MM. Sodium-retaining effect of insulin in diabetes. Am J Physiol 
Regul Integr Comp Physiol. 2012;303:R1101–9.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




109.  Westerbacka J, Vehkavaara S, Bergholm R, Wilkinson I, Cockcroft J, Yki-Järvinen H. 
Marked resistance of the ability of insulin to decrease arterial stiffness characterizes 
human obesity. Diabetes. 1999;48:821–7.  
110.  Mokdad AH, Bowman BA, Ford ES, Vinicor F, Marks JS, Koplan JP. The continuing 
epidemics of obesity and diabetes in the United States. JAMA. 2001;286:1195–200.  
111.  Yach D, Stuckler D, Brownell KD. Epidemiologic and economic consequences of the 
global epidemics of obesity and diabetes. Nat Med. 2006;12:62–6.  
112.  Radzevičienė L, Ostrauskas R. Body mass index, waist circumference, waist-hip ratio, 
waist-height ratio and risk for type 2 diabetes in women: a case-control study. Public 
Health. 2013;127:241–6.  
113.  Janghorbani M, Momeni F, Dehghani M. Hip circumference, height and risk of type 2 
diabetes: systematic review and meta-analysis. Obes Rev. 2012;13:1172–81.  
114.  Kodama S, Horikawa C, Fujihara K, Heianza Y, Hirasawa R, Yachi Y, Sugawara A, 
Tanaka S, Shimano H, et al. Comparisons of the strength of associations with future 
type 2 diabetes risk among anthropometric obesity indicators, including waist-to-
height ratio: a meta-analysis. Am J Epidemiol. 2012;176:959–69.  
115.  Shoelson SE, Lee J, Goldfine AB. Inflammation and insulin resistance . J Clin Invest. 
2006;116:1793–801.  
116.  Hotamisligil GS, Shargill NS, Spiegelman BM. Adipose expression of tumor necrosis 
factor-alpha: direct role in obesity-linked insulin resistance. Science. 1993;259:87–
91.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




117.  Hotamisligil GS. Role of endoplasmic reticulum stress and c-Jun NH2-terminal kinase 
pathways in inflammation and origin of obesity and diabetes. Diabetes. 2005;54 Suppl 
2:S73–8.  
118.  Organization WH. The atlas of heart disease and stroke. 2004.  
119.  CJL M, AD L. The Global Burden of Disease: A comprehensive assessment of mortality 
and disability from diseases, injuries and risk factors in 1990 and projected to 2020. 
[Cambridge]: Harvard University Press; 1996.  
120.  Strazzullo P, D’Elia L, Cairella G, Garbagnati F, Cappuccio FP, Scalfi L. Excess body 
weight and incidence of stroke: meta-analysis of prospective studies with 2 million 
participants. Stroke. 2010;41:e418–26.  
121.  Hubert HB, Feinleib M, McNamara PM, Castelli WP. Obesity as an independent risk 
factor for cardiovascular disease: a 26- year follow-up of participants in the 
Framingham Heart Study. Circulation. 1983;67:968–77.  
122.  Bogers RP, Bemelmans WJE, Hoogenveen RT, Boshuizen HC, Woodward M, Knekt P, 
van Dam RM, Hu FB, Visscher TLS, et al. Association of overweight with increased risk 
of coronary heart disease partly independent of blood pressure and cholesterol 
levels: a meta-analysis of 21 cohort studies including more than 300 000 persons. 
Arch Intern Med. American Medical Association; 2007;167:1720–8.  
123.  Wolin KY, Carson K, Colditz GA. Obesity and cancer. Oncologist. 2010;15:556–65.  
124.  Reeves GK, Pirie K, Beral V, Green J, Spencer E, Bull D. Cancer incidence and 
mortality in relation to body mass index in the Million Women Study: cohort study. 
BMJ. 2007;335:1134.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




125.  Renehan AG, Tyson M, Egger M, Heller RF, Zwahlen M. Body-mass index and incidence 
of cancer: a systematic review and meta-analysis of prospective observational 
studies. Lancet. 2008;371:569–78.  
126.  Calle EE, Kaaks R. Overweight, obesity and cancer: epidemiological evidence and 
proposed mechanisms. Nat Rev Cancer. 2004;4:579–91.  
127.  Calle EE, Rodriguez C, Walker-Thurmond K, Thun MJ. Overweight, obesity, and 
mortality from cancer in a prospectively studied cohort of U.S. adults. N Engl J Med. 
2003;348:1625–38.  
128.  Cancer IA for R on. Weight control and physical activity. In: H V, F B, editors. IARC 
Handbook of Cancer Prevention. 1st ed. IARC Press; 2002. p. 1–315.  
129.  Steffen A, Schulze MB, Pischon T, Dietrich T, Molina E, Chirlaque M-D, Barricarte A, 
Amiano P, Quirós JR, et al. Anthropometry and esophageal cancer risk in the 
European prospective investigation into cancer and nutrition. Cancer Epidemiol 
Biomarkers Prev. 2009;18:2079–89.  
130.  Moghaddam AA, Woodward M, Huxley R. Obesity and risk of colorectal cancer: a 
meta-analysis of 31 studies with 70,000 events. Cancer Epidemiol Biomarkers Prev. 
2007;16:2533–47.  
131.  Dai Z, Xu Y-C, Niu L. Obesity and colorectal cancer risk: a meta-analysis of cohort 
studies. World J Gastroenterol. 2007;13:4199–206.  
132.  Friedenreich C, Cust A, Lahmann PH, Steindorf K, Boutron-Ruault M-C, Clavel-
Chapelon F, Mesrine S, Linseisen J, Rohrmann S, et al. Anthropometric factors and 
risk of endometrial cancer: the European prospective investigation into cancer and 
nutrition. Cancer Causes Control. 2007;18:399–413.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




133.  Harvie M, Hooper L, Howell AH. Central obesity and breast cancer risk: a systematic 
review. Obes Rev. 2003;4:157–73.  
134.  Crujeiras AB, Díaz-Lagares A, Carreira MC, Amil M, Casanueva FF. Oxidative stress 
associated to dysfunctional adipose tissue: a potential link between obesity, type 2 
diabetes mellitus and breast cancer. Free Radic Res. 2013;47:243–56.  
135.  Mayi TH, Daoudi M, Derudas B, Gross B, Bories G, Wouters K, Brozek J, Caiazzo R, 
Raverdi V, et al. Human adipose tissue macrophages display activation of cancer-
related pathways. J Biol Chem. 2012;287:21904–13.  
136.  Kaaks R, Rinaldi S, Key TJ, Berrino F, Peeters PHM, Biessy C, Dossus L, Lukanova A, 
Bingham S, et al. Postmenopausal serum androgens, oestrogens and breast cancer 
risk: the European prospective investigation into cancer and nutrition. Endocr Relat 
Cancer. 2005;12:1071–82.  
137.  Pallavi R, Giorgio M, Pelicci PG. Insights into the beneficial effect of caloric/ dietary 
restriction for a healthy and prolonged life. Front Physiol. 2012;3:318.  
138.  Gunter MJ, Hoover DR, Yu H, Wassertheil-Smoller S, Manson JE, Li J, Harris TG, Rohan 
TE, Xue X, et al. A prospective evaluation of insulin and insulin-like growth factor-I 
as risk factors for endometrial cancer. Cancer Epidemiol Biomarkers Prev. 
2008;17:921–9.  
139.  McTiernan A. Mechanisms linking physical activity with cancer. Nat Rev Cancer. 
2008;8:205–11.  
140.  McMillan DC, Sattar N, McArdle CS. ABC of obesity. Obesity and cancer. BMJ. 
2006;333:1109–11.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




141.  Ye J, Keller JN. Regulation of energy metabolism by inflammation: a feedback 
response in obesity and calorie restriction. Aging (Albany NY). 2010;2:361–8.  
142.  Haller H. [Epidermiology and associated risk factors of hyperlipoproteinemia]. Z 
Gesamte Inn Med. 1977;32:124–8.  
143.  Singer P. [Diagnosis of primary hyperlipoproteinemias]. Z Gesamte Inn Med. 
1977;32:129–33 concl.  
144.  Stern MP, Haffner SM. Body fat distribution and hyperinsulinemia as risk factors for 
diabetes and cardiovascular disease. Arterioscler Thromb Vasc Biol. 1986;6:123–30.  
145.  Reaven GM. Role of Insulin Resistance in Human Disease. Diabetes. 1988;37:1595–
607.  
146.  Organization WH. Definition, Diagnosis, and Classification of Diabetes Mellitus and its 
Complications: Report of a WHO Consultation. 1999.  
147.  Grundy SM, Brewer HB, Cleeman JI, Smith SC, Lenfant C. Definition of metabolic 
syndrome: Report of the National Heart, Lung, and Blood Institute/American Heart 
Association conference on scientific issues related to definition. Circulation. 
2004;109:433–8.  
148.  Executive Summary of The Third Report of The National Cholesterol Education 
Program (NCEP) Expert Panel on Detection, Evaluation, And Treatment of High Blood 
Cholesterol In Adults (Adult Treatment Panel III). JAMA. 2001;285:2486–97.  
149.  Balkau B, Charles M-A, Drivsholm T, Borch-Johnsen K, Wareham N, Yudkin JS, Morris 
R, Zavaroni I, van Dam R, et al. Frequency of the WHO metabolic syndrome in 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




European cohorts, and an alternative definition of an insulin resistance syndrome. 
Diabetes Metab. 2002;28:364–76.  
150.  Einhorn D, Reaven GM, Cobin RH, Ford E, Ganda OP, Handelsman Y, Hellman R, 
Jellinger PS, Kendall D, et al. American College of Endocrinology position statement 
on the insulin resistance syndrome. Endocr Pract. 9:237–52.  
151.  Alberti KGMM, Zimmet P, Shaw J. The metabolic syndrome--a new worldwide 
definition. Lancet. 366:1059–62.  
152.  Alberti KGMM, Eckel RH, Grundy SM, Zimmet PZ, Cleeman JI, Donato KA, Fruchart J-
C, James WPT, Loria CM, Smith SC. Harmonizing the metabolic syndrome: a joint 
interim statement of the International Diabetes Federation Task Force on 
Epidemiology and Prevention; National Heart, Lung, and Blood Institute; American 
Heart Association; World Heart Federation; International . Circulation. 
2009;120:1640–5.  
153.  Scuteri A, Laurent S, Cucca F, Cockcroft J, Cunha PG, Mañas LR, Raso FUM, Muiesan 
ML, Ryliškyte L, et al. Metabolic syndrome across Europe: different clusters of risk 
factors. Eur J Prev Cardiol. 2014;2047487314525529–.  
154.  Ford ES, Li C, Zhao G. Prevalence and correlates of metabolic syndrome based on a 
harmonious definition among adults in the US. J Diabetes. 2010;2:180–93.  
155.  Beltrán-Sánchez H, Harhay MO, Harhay MM, McElligott S. Prevalence and trends of 
metabolic syndrome in the adult U.S. population, 1999-2010. J Am Coll Cardiol. 
2013;62:697–703.  
156.  Riediger ND, Clara I. Prevalence of metabolic syndrome in the Canadian adult 
population. CMAJ. 2011;183:E1127–34.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




157.  Buckland GG, Salas-Salvadó J, Serra-Majem L, Castell C, Cabré J, Salleras-Sanmartí 
L. Increase in metabolic syndrome as defined by ATPIII from 1992-1993 to 2002-2003 
in a Mediterranean population. Nutr Rev. 2009;67 Suppl 1:S117–25.  
158.  Mottillo S, Filion KB, Genest J, Joseph L, Pilote L, Poirier P, Rinfret S, Schiffrin EL, 
Eisenberg MJ. The metabolic syndrome and cardiovascular risk a systematic review 
and meta-analysis. J Am Coll Cardiol. 2010;56:1113–32.  
159.  Hunt KJ, Resendez RG, Williams K, Haffner SM, Stern MP. National Cholesterol 
Education Program versus World Health Organization metabolic syndrome in relation 
to all-cause and cardiovascular mortality in the San Antonio Heart Study. Circulation. 
2004;110:1251–7.  
160.  Ford ES. The metabolic syndrome and mortality from cardiovascular disease and all-
causes: findings from the National Health and Nutrition Examination Survey II 
Mortality Study. Atherosclerosis. 2004;173:309–14.  
161.  Katzmarzyk PT, Church TS, Blair SN. Cardiorespiratory fitness attenuates the effects 
of the metabolic syndrome on all-cause and cardiovascular disease mortality in men. 
Arch Intern Med. 2004;164:1092–7.  
162.  Alexander CM, Landsman PB, Teutsch SM, Haffner SM. NCEP-Defined Metabolic 
Syndrome, Diabetes, and Prevalence of Coronary Heart Disease Among NHANES III 
Participants Age 50 Years and Older. Diabetes. 2003;52:1210–4.  
163.  Onat A, Ceyhan K, Başar Ö, Erer B, Toprak S, Sansoy V. Metabolic syndrome: major 
impact on coronary risk in a population with low cholesterol levels—a prospective 
and cross-sectional evaluation. Atherosclerosis. 2002;165:285–92.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




164.  Isomaa B, Almgren P, Tuomi T, Forsen B, Lahti K, Nissen M, Taskinen M-R, Groop L. 
Cardiovascular Morbidity and Mortality Associated With the Metabolic Syndrome. 
Diabetes Care. 2001;24:683–9.  
165.  Lakka H-M. The Metabolic Syndrome and Total and Cardiovascular Disease Mortality 
in Middle-aged Men. JAMA. American Medical Association; 2002;288:2709.  
166.  Landsberg L. Insulin-mediated sympathetic stimulation: role in the pathogenesis of 
obesity-related hypertension (or, how insulin affects blood pressure, and why). J 
Hypertens. 2001;19:523–8.  
167.  Sarafidis PA, Bakris GL. The antinatriuretic effect of insulin: an unappreciated 
mechanism for hypertension associated with insulin resistance? Am J Nephrol. 
2007;27:44–54.  
168.  Reaven GM, Lerner RL, Stern MP, Farquhar JW. Role of insulin in endogenous 
hypertriglyceridemia. J Clin Invest. 1967;46:1756–67.  
169.  Tobey TA, Greenfield M, Kraemer F, Reaven GM. Relationship between insulin 
resistance, insulin secretion, very low density lipoprotein kinetics, and plasma 
triglyceride levels in normotriglyceridemic man. Metabolism. 1981;30:165–71.  
170.  Laws A, Reaven GM. Evidence for an independent relationship between insulin 
resistance and fasting plasma HDL-cholesterol, triglyceride and insulin 
concentrations. J Intern Med. 1992;231:25–30.  
171.  Van Gaal LF, Wauters MA, De Leeuw IH. The beneficial effects of modest weight loss 
on cardiovascular risk factors. Int J Obes Relat Metab Disord. 1997;21 Suppl 1:S5–9.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




172.  Mertens IL, Van Gaal LF. Overweight, obesity, and blood pressure: the effects of 
modest weight reduction. Obes Res. 2000;8:270–8.  
173.  Miras AD, le Roux CW. Mechanisms underlying weight loss after bariatric surgery. Nat 
Rev Gastroenterol Hepatol. 2013;10:575–84.  
174.  Ionut V, Burch M, Youdim A, Bergman RN. Gastrointestinal hormones and bariatric 
surgery-induced weight loss. Obesity (Silver Spring). 2013;21:1093–103.  
175.  Trastulli S, Desiderio J, Guarino S, Cirocchi R, Scalercio V, Noya G, Parisi A. 
Laparoscopic sleeve gastrectomy compared with other bariatric surgical procedures: 
a systematic review of randomized trials. Surg Obes Relat Dis. 9:816–29.  
176.  Adams TD, Gress RE, Smith SC, Halverson RC, Simper SC, Rosamond WD, Lamonte MJ, 
Stroup AM, Hunt SC. Long-term mortality after gastric bypass surgery. N Engl J Med. 
2007;357:753–61.  
177.  Sjöström L, Narbro K, Sjöström CD, Karason K, Larsson B, Wedel H, Lystig T, Sullivan 
M, Bouchard C, et al. Effects of bariatric surgery on mortality in Swedish obese 
subjects. N Engl J Med. 2007;357:741–52.  
178.  Sjöström L, Gummesson A, Sjöström CD, Narbro K, Peltonen M, Wedel H, Bengtsson 
C, Bouchard C, Carlsson B, et al. Effects of bariatric surgery on cancer incidence in 
obese patients in Sweden (Swedish Obese Subjects Study): a prospective, controlled 
intervention trial. Lancet Oncol. 2009;10:653–62.  
179.  Ioannides-Demos LL, Proietto J, McNeil JJ. Pharmacotherapy for obesity. Drugs. 
2005;65:1391–418.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




180.  Lucas KH, Kaplan-Machlis B. Orlistat--a novel weight loss therapy. Ann Pharmacother. 
2001;35:314–28.  
181.  Yanovski SZ, Yanovski JA. Long-term drug treatment for obesity: a systematic and 
clinical review. JAMA. American Medical Association; 2014;311:74–86.  
182.  Clinical Guidelines on the Identification, Evaluation, and Treatment of Overweight 
and Obesity in Adults--The Evidence Report. National Institutes of Health. Obes Res. 
1998;6 Suppl 2:51S–209S.  
183.  Donnelly JE, Blair SN, Jakicic JM, Manore MM, Rankin JW, Smith BK. American College 
of Sports Medicine Position Stand. Appropriate physical activity intervention 
strategies for weight loss and prevention of weight regain for adults. Med Sci Sports 
Exerc. 2009;41:459–71.  
184.  Jakicic JM. The effect of physical activity on body weight. Obesity (Silver Spring). 
2009;17 Suppl 3:S34–8.  
185.  McGuire S. U.S. Department of Agriculture and U.S. Department of Health and Human 
Services, Dietary Guidelines for Americans, 2010. 7th Edition, Washington, DC: U.S. 
Government Printing Office, January 2011. Adv Nutr. 2011;2:293–4.  
186.  Donnelly JE, Smith B, Jacobsen DJ, Kirk E, Dubose K, Hyder M, Bailey B, Washburn R. 
The role of exercise for weight loss and maintenance. Best Pract Res Clin 
Gastroenterol. 2004;18:1009–29.  
187.  Haskell WL, Lee I-M, Pate RR, Powell KE, Blair SN, Franklin BA, Macera CA, Heath 
GW, Thompson PD, Bauman A. Physical activity and public health: updated 
recommendation for adults from the American College of Sports Medicine and the 
American Heart Association. Med Sci Sports Exerc. 2007;39:1423–34.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




188.  Saris WHM, Blair SN, van Baak MA, Eaton SB, Davies PSW, Di Pietro L, Fogelholm M, 
Rissanen A, Schoeller D, et al. How much physical activity is enough to prevent 
unhealthy weight gain? Outcome of the IASO 1st Stock Conference and consensus 
statement. Obes Rev. 2003;4:101–14.  
189.  Lee I-M, Djoussé L, Sesso HD, Wang L, Buring JE. Physical activity and weight gain 
prevention. JAMA. American Medical Association; 2010;303:1173–9.  
190.  Fogelholm M, Kukkonen-Harjula K. Does physical activity prevent weight gain - a 
systematic review. Obes Rev. 2000;1:95–111.  
191.  Williamson DF, Madans J, Anda RF, Kleinman JC, Kahn HS, Byers T. Recreational 
physical activity and ten-year weight change in a US national cohort. Int J Obes Relat 
Metab Disord. 1993;17:279–86.  
192.  Church TS, Earnest CP, Thompson AM, Priest EL, Rodarte RQ, Saunders T, Ross R, 
Blair SN. Exercise without weight loss does not reduce C-reactive protein: the 
INFLAME study. Med Sci Sports Exerc. 2010;42:708–16.  
193.  Hill JO, Wyatt HR. Role of physical activity in preventing and treating obesity. J Appl 
Physiol. 2005;99:765–70.  
194.  Catenacci VA, Wyatt HR. The role of physical activity in producing and maintaining 
weight loss. Nat Clin Pract Endocrinol Metab. 2007;3:518–29.  
195.  Jakicic JM, Otto AD. Treatment and prevention of obesity: what is the role of 
exercise? Nutr Rev. 2006;64:S57–61.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




196.  Lau DCW, Douketis JD, Morrison KM, Hramiak IM, Sharma AM, Ur E. 2006 Canadian 
clinical practice guidelines on the management and prevention of obesity in adults 
and children [summary]. CMAJ. 2007;176:S1–13.  
197.  Salas-Salvadó J, Rubio MA, Barbany M, Moreno B. [SEEDO 2007 Consensus for the 
evaluation of overweight and obesity and the establishment of therapeutic 
intervention criteria]. Med Clin (Barc). 2007;128:184–96; quiz 1 p following 200.  
198.  Arrizabalaga JJ, Masmiquel L, Vidal J, Calañas-Continente A, Díaz-Fernández MJ, 
García-Luna PP, Monereo S, Moreiro J, Moreno B, et al. [Overweight and obesity in 
adults: recommendations and treatment algorithms]. Med Clin (Barc). 2004;122:104–
10.  
199.  Heart NAA for the S of O, National Lung and BI, Health NI of. The practical guide 
identification, evaluation, and treatment of overweight and Obesity in Adults. 2000.  
200.  And USD of A and USD of H, Services H. Dietary Guidelines for Americans. 7th editio. 
[Washington DC]: U.S. Government Printing Office; 2010.  
201.  Seagle HM, Strain GW, Makris A, Reeves RS. Position of the American Dietetic 
Association: weight management. J Am Diet Assoc. 2009;109:330–46.  
202.  Tsigos C, Hainer V, Basdevant A, Finer N, Fried M, Mathus-Vliegen E, Micic D, Maislos 
M, Roman G, et al. Management of obesity in adults: European clinical practice 
guidelines. Obes Facts. 2008;1:106–16.  
203.  Excellence NI for H and C. Obesity: the prevention, identification, assessment and 
management of overweight and obesity in adults and children [Internet]. 2006.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




204.  Organization WH. The challenge of obesity in the WHO European Region and the 
strategies for response. [Geneva]: WHO Library Cataloguing-in-Publication; 2007.  
205.  Haslam DW, James WPT. Obesity. Lancet. 2005;366:1197–209.  
206.  Saquib N, Natarajan L, Rock CL, Flatt SW, Madlensky L, Kealey S, Pierce JP. The 
impact of a long-term reduction in dietary energy density on body weight within a 
randomized diet trial. Nutr Cancer. 2008;60:31–8.  
207.  Lowe MR, Tappe KA, Annunziato RA, Riddell LJ, Coletta MC, Crerand CE, Didie ER, 
Ochner CN, McKinney S. The effect of training in reduced energy density eating and 
food self-monitoring accuracy on weight loss maintenance. Obesity (Silver Spring). 
2008;16:2016–23.  
208.  Greene LF, Malpede CZ, Henson CS, Hubbert KA, Heimburger DC, Ard JD. Weight 
maintenance 2 years after participation in a weight loss program promoting low-
energy density foods. Obesity (Silver Spring). 2006;14:1795–801.  
209.  Ello-Martin JA, Roe LS, Ledikwe JH, Beach AM, Rolls BJ. Dietary energy density in the 
treatment of obesity: a year-long trial comparing 2 weight-loss diets. Am J Clin Nutr. 
2007;85:1465–77.  
210.  Ditschuneit HH, Flechtner-Mors M, Johnson TD, Adler G. Metabolic and weight-loss 
effects of a long-term dietary intervention in obese patients. Am J Clin Nutr. 
1999;69:198–204.  
211.  Flechtner-Mors M, Ditschuneit HH, Johnson TD, Suchard MA, Adler G. Metabolic and 
weight loss effects of long-term dietary intervention in obese patients: four-year 
results. Obes Res. 2000;8:399–402.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




212.  Rolls BJ, Morris EL, Roe LS. Portion size of food affects energy intake in normal-
weight and overweight men and women. Am J Clin Nutr. 2002;76:1207–13.  
213.  Edelman B, Engell D, Bronstein P, Hirsch E. Environmental effects on the intake of 
overweight and normal-weight men. Appetite. 1986;7:71–83.  
214.  Pedersen SD, Kang J, Kline GA. Portion control plate for weight loss in obese patients 
with type 2 diabetes mellitus: a controlled clinical trial. Arch Intern Med. 
2007;167:1277–83.  
215.  Saris WH. Very-low-calorie diets and sustained weight loss. Obes Res. 2001;9 Suppl 
4:295S–301S.  
216.  Strychar I. Diet in the management of weight loss. CMAJ. 2006;174:56–63.  
217.  Anderson JW, Brinkman-Kaplan VL, Lee H, Wood CL. Relationship of weight loss to 
cardiovascular risk factors in morbidly obese individuals. J Am Coll Nutr. 
1994;13:256–61.  
218.  Anderson JW, Brinkman-Kaplan V, Hamilton CC, Logan JE, Collins RW, Gustafson NJ. 
Food-containing hypocaloric diets are as effective as liquid-supplement diets for 
obese individuals with NIDDM. Diabetes Care. 1994;17:602–4.  
219.  Wadden TA, Foster GD, Letizia KA, Stunkard AJ. A multicenter evaluation of a 
proprietary weight reduction program for the treatment of marked obesity. Arch 
Intern Med. 1992;152:961–6.  
220.  Mustajoki P, Pekkarinen T. Very low energy diets in the treatment of obesity. Obes 
Rev. 2001;2:61–72.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




221.  Astrup A, Rossner S. Lessons from obesity management programmes: greater initial 
weight loss improves long-term maintenance. Obes Rev. 2000;1:17–9.  
222.  Anderson JW, Konz EC, Frederich RC, Wood CL. Long-term weight-loss maintenance: 
a meta-analysis of US studies. Am J Clin Nutr. 2001;74:579–84.  
223.  Tsai AG, Wadden TA. The evolution of very-low-calorie diets: an update and meta-
analysis. Obesity (Silver Spring). 2006;14:1283–93.  
224.  US Department of Agriculture, Services UD of H and H. Report of the Dietary 
Guidelines Advisory Committee on the dietary guidelines for Americans. 2010.  
225.  Gidding SS, Lichtenstein AH, Faith MS, Karpyn A, Mennella JA, Popkin B, Rowe J, Van 
Horn L, Whitsel L. Implementing American Heart Association pediatric and adult 
nutrition guidelines: a scientific statement from the American Heart Association 
Nutrition Committee of the Council on Nutrition, Physical Activity and Metabolism, 
Council on Cardiovascular Disea. Circulation. 2009;119:1161–75.  
226.  Kushi LH, Byers T, Doyle C, Bandera E V, McCullough M, McTiernan A, Gansler T, 
Andrews KS, Thun MJ. American Cancer Society Guidelines on Nutrition and Physical 
Activity for cancer prevention: reducing the risk of cancer with healthy food choices 
and physical activity. CA Cancer J Clin. 56:254–81; quiz 313–4.  
227.  Appel LJ, Brands MW, Daniels SR, Karanja N, Elmer PJ, Sacks FM. Dietary approaches 
to prevent and treat hypertension: a scientific statement from the American Heart 
Association. Hypertension. 2006;47:296–308.  
228.  Bantle JP, Wylie-Rosett J, Albright AL, Apovian CM, Clark NG, Franz MJ, Hoogwerf 
BJ, Lichtenstein AH, Mayer-Davis E, et al. Nutrition recommendations and 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




interventions for diabetes: a position statement of the American Diabetes 
Association. Diabetes Care. 2008;31 Suppl 1:S61–78.  
229.  Pi-Sunyer FX. Effect of the Composition of the Diet on Energy Intake. Nutr Rev. 
2009;48:94–105.  
230.  Gershoff SN. Nutrition Evaluation of Dietary Fat Substitutes. Nutr Rev. 2009;53:305–
13.  
231.  Jéquier E. Pathways to obesity. Int J Obes Relat Metab Disord. 2002;26 Suppl 2:S12–
7.  
232.  Flatt J. Energetics of intermediary metabolism. In: Garrow J, Halliday D, editors. 
Substrate and Energy Metabolism in Man. John Libbey; 1985. p. 58–69.  
233.  Petersen M, Taylor MA, Saris WHM, Verdich C, Toubro S, Macdonald I, Rössner S, Stich 
V, Guy-Grand B, et al. Randomized, multi-center trial of two hypo-energetic diets in 
obese subjects: high- versus low-fat content. Int J Obes (Lond). 2006;30:552–60.  
234.  Powell JJ, Tucker L, Fisher AG, Wilcox K. The effects of different percentages of 
dietary fat intake, exercise, and calorie restriction on body composition and body 
weight in obese females. Am J Health Promot. 8:442–8.  
235.  Wycherley TP, Moran LJ, Clifton PM, Noakes M, Brinkworth GD. Effects of energy-
restricted high-protein, low-fat compared with standard-protein, low-fat diets: a 
meta-analysis of randomized controlled trials. Am J Clin Nutr. 2012;96:1281–98.  
236.  Keogh JB, Luscombe-Marsh ND, Noakes M, Wittert GA, Clifton PM. Long-term weight 
maintenance and cardiovascular risk factors are not different following weight loss 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




on carbohydrate-restricted diets high in either monounsaturated fat or protein in 
obese hyperinsulinaemic men and women. Br J Nutr. 2007;97:405–10.  
237.  Layman DK, Evans EM, Erickson D, Seyler J, Weber J, Bagshaw D, Griel A, Psota T, 
Kris-Etherton P. A moderate-protein diet produces sustained weight loss and long-
term changes in body composition and blood lipids in obese adults. J Nutr. 
2009;139:514–21.  
238.  Sacks FM, Bray GA, Carey VJ, Smith SR, Ryan DH, Anton SD, McManus K, Champagne 
CM, Bishop LM, et al. Comparison of weight-loss diets with different compositions of 
fat, protein, and carbohydrates. N Engl J Med. 2009;360:859–73.  
239.  Clifton PM, Keogh JB, Noakes M. Long-term effects of a high-protein weight-loss diet. 
Am J Clin Nutr. 2008;87:23–9.  
240.  McAuley KA, Smith KJ, Taylor RW, McLay RT, Williams SM, Mann JI. Long-term effects 
of popular dietary approaches on weight loss and features of insulin resistance. Int J 
Obes (Lond). 2006;30:342–9.  
241.  Brinkworth GD, Noakes M, Buckley JD, Keogh JB, Clifton PM. Long-term effects of a 
very-low-carbohydrate weight loss diet compared with an isocaloric low-fat diet after 
12 mo. Am J Clin Nutr. 2009;90:23–32.  
242.  Due A, Toubro S, Skov AR, Astrup A. Effect of normal-fat diets, either medium or high 
in protein, on body weight in overweight subjects: a randomised 1-year trial. Int J 
Obes Relat Metab Disord. 2004;28:1283–90.  
243.  Gardner CD, Kiazand A, Alhassan S, Kim S, Stafford RS, Balise RR, Kraemer HC, King 
AC. Comparison of the Atkins, Zone, Ornish, and LEARN diets for change in weight 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




and related risk factors among overweight premenopausal women: the A TO Z Weight 
Loss Study: a randomized trial. JAMA. 2007;297:969–77.  
244.  St Jeor ST, Howard B V, Prewitt TE, Bovee V, Bazzarre T, Eckel RH. Dietary protein 
and weight reduction: a statement for healthcare professionals from the Nutrition 
Committee of the Council on Nutrition, Physical Activity, and Metabolism of the 
American Heart Association. Circulation. 2001;104:1869–74.  
245.  Lagiou P, Sandin S, Weiderpass E, Lagiou A, Mucci L, Trichopoulos D, Adami H-O. Low 
carbohydrate-high protein diet and mortality in a cohort of Swedish women. J Intern 
Med. 2007;261:366–74.  
246.  Kelemen LE, Kushi LH, Jacobs DR, Cerhan JR. Associations of dietary protein with 
disease and mortality in a prospective study of postmenopausal women. Am J 
Epidemiol. 2005;161:239–49.  
247.  Hession M, Rolland C, Kulkarni U, Wise A, Broom J. Systematic review of randomized 
controlled trials of low-carbohydrate vs. low-fat/low-calorie diets in the 
management of obesity and its comorbidities. Obes Rev. 2009;10:36–50.  
248.  Levine MJ, Jones JM, Lineback DR. Low-carbohydrate diets: Assessing the science and 
knowledge gaps, summary of an ILSI North America Workshop. J Am Diet Assoc. 
2006;106:2086–94.  
249.  Nordmann AJ, Nordmann A, Briel M, Keller U, Yancy WS, Brehm BJ, Bucher HC. 
Effects of low-carbohydrate vs low-fat diets on weight loss and cardiovascular risk 
factors: a meta-analysis of randomized controlled trials. Arch Intern Med. 
2006;166:285–93.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




250.  Bravata DM, Sanders L, Huang J, Krumholz HM, Olkin I, Gardner CD, Bravata DM. 
Efficacy and safety of low-carbohydrate diets: a systematic review. JAMA. 
2003;289:1837–50.  
251.  Burkitt DP, Trowell HC. Dietary fibre and western diseases. Ir Med J. 1977;70:272–7.  
252.  Jenkins DJ, Wolever TM, Taylor RH, Barker H, Fielden H, Baldwin JM, Bowling AC, 
Newman HC, Jenkins AL, Goff D V. Glycemic index of foods: a physiological basis for 
carbohydrate exchange. Am J Clin Nutr. 1981;34:362–6.  
253.  Organization F and A. Carbohydrates in human nutrition. FAO. 1998 p. 144.  
254.  Thorne M, Thompson L, Jenkins D. Factors affecting starch digestibility and the 
glycemic response with special reference to legumes. Am J Clin Nutr. 1983;38:481–
8.  
255.  Krezowski P, Nuttall F, Gannon M, Bartosh N. The effect of protein ingestion on the 
metabolic response to oral glucose in normal individuals. Am J Clin Nutr. 
1986;44:847–56.  
256.  Wolever TM, Jenkins DJ, Vuksan V, Josse RG, Wong GS, Jenkins AL. Glycemic index 
of foods in individual subjects. Diabetes Care. 1990;13:126–32.  
257.  Wolever TM, Nguyen PM, Chiasson JL, Hunt JA, Josse RG, Palmason C, Rodger NW, 
Ross SA, Ryan EA, Tan MH. Determinants of diet glycemic index calculated 
retrospectively from diet records of 342 individuals with non-insulin-dependent 
diabetes mellitus. Am J Clin Nutr. 1994;59:1265–9.  
258.  Brand J, Nicholson P, Thorburn A, Truswell A. Food processing and the glycemic 
index. Am J Clin Nutr. 1985;42:1192–6.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




259.  Wolever TM, Bolognesi C. Source and amount of carbohydrate affect postprandial 
glucose and insulin in normal subjects. J Nutr. 1996;126:2798–806.  
260.  Esfahani A, Wong JM, Mirrahimi A, Villa CR, Kendall CW. The application of the 
glycemic index and glycemic load in weight loss: A review of the clinical evidence . 
IUBMB Life. Wiley Periodicals, Inc; 2011;63:7–13.  
261.  Barclay AW, Petocz P, McMillan-Price J, Flood VM, Prvan T, Mitchell P, Brand-Miller 
JC. Glycemic index, glycemic load, and chronic disease risk--a meta-analysis of 
observational studies . Am J Clin Nutr. 2008;87:627–37.  
262.  Sieri S, Krogh V, Berrino F, Evangelista A, Agnoli C, Brighenti F, Pellegrini N, Palli D, 
Masala G, et al. Dietary glycemic load and index and risk of coronary heart disease 
in a large italian cohort: the EPICOR study . Arch Intern Med. 2010;170:640–7.  
263.  Salmerón J, Ascherio A, Rimm EB, Colditz GA, Spiegelman D, Jenkins DJ, Stampfer 
MJ, Wing AL, Willett WC. Dietary fiber, glycemic load, and risk of NIDDM in men. 
Diabetes Care. 1997;20:545–50.  
264.  Salmerón J, Manson JE, Stampfer MJ, Colditz GA, Wing AL, Willett WC, Salmeron J. 
Dietary fiber, glycemic load, and risk of non-insulin-dependent diabetes mellitus in 
women . JAMA. 1997;277:472–7.  
265.  Krishnan S, Rosenberg L, Singer M, Hu FB, Djoussé L, Cupples LA, Palmer JR. Glycemic 
index, glycemic load, and cereal fiber intake and risk of type 2 diabetes in US black 
women. Arch Intern Med. 2007;167:2304–9.  
266.  Villegas R, Liu S, Gao Y-T, Yang G, Li H, Zheng W, Shu XO. Prospective study of dietary 
carbohydrates, glycemic index, glycemic load, and incidence of type 2 diabetes 
mellitus in middle-aged Chinese women. Arch Intern Med. 2007;167:2310–6.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




267.  Sluijs I, van der Schouw YT, van der A DL, Spijkerman AM, Hu FB, Grobbee DE, Beulens 
JW. Carbohydrate quantity and quality and risk of type 2 diabetes in the European 
Prospective Investigation into Cancer and Nutrition-Netherlands (EPIC-NL) study. Am 
J Clin Nutr. 2010;92:905–11.  
268.  Greenwood DC, Threapleton DE, Evans CEL, Cleghorn CL, Nykjaer C, Woodhead C, 
Burley VJ. Glycemic Index, Glycemic Load, Carbohydrates, and Type 2 Diabetes: 
Systematic review and dose-response meta-analysis of prospective studies. Diabetes 
Care. 2013;36:4166–71.  
269.  Ajala O, English P, Pinkney J. Systematic review and meta-analysis of different 
dietary approaches to the management of type 2 diabetes. Am J Clin Nutr. 
2013;97:505–16.  
270.  Hanefeld M, Pistrosch F, Koehler C, Chiasson JL. Conversion of IGT to type 2 diabetes 
mellitus is associated with incident cases of hypertension: a post-hoc analysis of the 
STOP-NIDDM trial. J Hypertens. 2012;30:1440–3.  
271.  Bhat SL, Abbasi FA, Blasey C, Reaven GM, Kim SH. Beyond fasting plasma glucose: 
the association between coronary heart disease risk and postprandial glucose, 
postprandial insulin and insulin resistance in healthy, nondiabetic adults. 
Metabolism. 2013;62:1223–6.  
272.  Raz I, Ceriello A, Wilson PW, Battioui C, Su EW, Kerr L, Jones CA, Milicevic Z, Jacober 
SJ. Post hoc subgroup analysis of the HEART2D trial demonstrates lower 
cardiovascular risk in older patients targeting postprandial versus fasting/premeal 
glycemia. Diabetes Care. 2011;34:1511–3.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




273.  Leiter LA, Ceriello A, Davidson JA, Hanefeld M, Monnier L, Owens DR, Tajima N, 
Tuomilehto J. Postprandial glucose regulation: New data andnew implications. Clin 
Ther. 2005;27:S42–S56.  
274.  Ceriello A, Davidson J, Hanefeld M, Leiter L, Monnier L, Owens D, Tajima N, 
Tuomilehto J. Postprandial hyperglycaemia and cardiovascular complications of 
diabetes: an update. Nutr Metab Cardiovasc Dis. 2006;16:453–6.  
275.  Goff LM, Cowland DE, Hooper L, Frost GS. Low glycaemic index diets and blood lipids: 
a systematic review and meta-analysis of randomised controlled trials. Nutr Metab 
Cardiovasc Dis. 2013;23:1–10.  
276.  Fleming P, Godwin M. Low-glycaemic index diets in the management of blood lipids: 
a systematic review and meta-analysis. Fam Pract. 2013;30:485–91.  
277.  Kristo AS, Matthan NR, Lichtenstein AH. Effect of diets differing in glycemic index 
and glycemic load on cardiovascular risk factors: review of randomized controlled-
feeding trials . Nutrients. 2013;5:1071–80.  
278.  Mirrahimi A, Chiavaroli L, Srichaikul K, Augustin LSA, Sievenpiper JL, Kendall CWC, 
Jenkins DJA. The role of glycemic index and glycemic load in cardiovascular disease 
and its risk factors: a review of the recent literature. Curr Atheroscler Rep. 
2014;16:381.  
279.  Fan J, Song Y, Wang Y, Hui R, Zhang W. Dietary glycemic index, glycemic load, and 
risk of coronary heart disease, stroke, and stroke mortality: a systematic review with 
meta-analysis. Ning Y, editor. PLoS One. Public Library of Science; 2012;7:e52182.  
280.  Mirrahimi A, de Souza RJ, Chiavaroli L, Sievenpiper JL, Beyene J, Hanley AJ, Augustin 
LSA, Kendall CWC, Jenkins DJA. Associations of glycemic index and load with coronary 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




heart disease events: a systematic review and meta-analysis of prospective cohorts. 
J Am Heart Assoc. 2012;1:e000752.  
281.  Dong J-Y, Zhang Y-H, Wang P, Qin L-Q. Meta-analysis of dietary glycemic load and 
glycemic index in relation to risk of coronary heart disease. Am J Cardiol. 
2012;109:1608–13.  
282.  Nagle CM, Olsen CM, Ibiebele TI, Spurdle AB, Webb PM. Glycemic index, glycemic 
load and endometrial cancer risk: results from the Australian National Endometrial 
Cancer study and an updated systematic review and meta-analysis. Eur J Nutr. 
2013;52:705–15.  
283.  Galeone C, Augustin LSA, Filomeno M, Malerba S, Zucchetto A, Pelucchi C, Montella 
M, Talamini R, Franceschi S, La Vecchia C. Dietary glycemic index, glycemic load, 
and the risk of endometrial cancer: a case-control study and meta-analysis. Eur J 
Cancer Prev. 2013;22:38–45.  
284.  Aune D, Chan DSM, Vieira AR, Navarro Rosenblatt DA, Vieira R, Greenwood DC, Cade 
JE, Burley VJ, Norat T. Dietary fructose, carbohydrates, glycemic indices and 
pancreatic cancer risk: a systematic review and meta-analysis of cohort studies. Ann 
Oncol. 2012;23:2536–46.  
285.  Aune D, Chan DSM, Lau R, Vieira R, Greenwood DC, Kampman E, Norat T. 
Carbohydrates, glycemic index, glycemic load, and colorectal cancer risk: a 
systematic review and meta-analysis of cohort studies. Cancer Causes Control. 
2012;23:521–35.  
286.  Dong J-Y, Qin L-Q. Dietary glycemic index, glycemic load, and risk of breast cancer: 
meta-analysis of prospective cohort studies. Breast Cancer Res Treat. 2011;126:287–
94.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




287.  Mulholland HG, Murray LJ, Cardwell CR, Cantwell MM. Glycemic index, glycemic load, 
and risk of digestive tract neoplasms: a systematic review and meta-analysis. Am J 
Clin Nutr. 2009;89:568–76.  
288.  Gnagnarella P, Gandini S, La Vecchia C, Maisonneuve P. Glycemic index, glycemic 
load, and cancer risk: a meta-analysis . Am J Clin Nutr. 2008;87:1793–801.  
289.  Jenkins DJ, Kendall CW, Augustin LS, Franceschi S, Hamidi M, Marchie A, Jenkins AL, 
Axelsen M. Glycemic index: overview of implications in health and disease. Am J Clin 
Nutr. 2002;76:266S–273.  
290.  Augustin LS, Franceschi S, Jenkins DJA, Kendall CWC, La Vecchia C. Glycemic index 
in chronic disease: a review. Eur J Clin Nutr. 2002;56:1049–71.  
291.  Choi Y, Giovannucci E, Lee JE. Glycaemic index and glycaemic load in relation to risk 
of diabetes-related cancers: a meta-analysis. Br J Nutr. 2012;108:1934–47.  
292.  Brand-Miller JC, Thomas M, Swan V, Ahmad ZI, Petocz P, Colagiuri S. Physiological 
Validation of the Concept of Glycemic Load in Lean Young Adults. J Nutr. 
2003;133:2728–32.  
293.  Bao J, Atkinson F, Petocz P, Willett WC, Brand-Miller JC. Prediction of postprandial 
glycemia and insulinemia in lean, young, healthy adults: glycemic load compared 
with carbohydrate content alone. Am J Clin Nutr. 2011;93:984–96.  
294.  Livesey G, Taylor R, Livesey H, Liu S. Is there a dose-response relation of dietary 
glycemic load to risk of type 2 diabetes? Meta-analysis of prospective cohort studies 
. Am J Clin Nutr. 2013;97:584–96.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




295.  McKeown NM, Meigs JB, Liu S, Saltzman E, Wilson PWF, Jacques PF. Carbohydrate 
Nutrition, Insulin Resistance, and the Prevalence of the Metabolic Syndrome in the 
Framingham Offspring Cohort. Diabetes Care. 2004;27:538–46.  
296.  Hu J, La Vecchia C, Augustin LS, Negri E, de Groh M, Morrison H, Mery L, Group 
CCRER. Glycemic index, glycemic load and cancer risk . Ann Oncol. 2013;24:245–51.  
297.  Hopping BN, Erber E, Grandinetti A, Verheus M, Kolonel LN, Maskarinec G. Dietary 
fiber, magnesium, and glycemic load alter risk of type 2 diabetes in a multiethnic 
cohort in Hawaii. J Nutr. 2010;140:68–74.  
298.  Halton TL, Liu S, Manson JE, Hu FB. Low-carbohydrate-diet score and risk of type 2 
diabetes in women. Am J Clin Nutr. 2008;87:339–46.  
299.  Zhang C, Liu S, Solomon CG, Hu FB. Dietary fiber intake, dietary glycemic load, and 
the risk for gestational diabetes mellitus . Diabetes Care. 2006;29:2223–30.  
300.  Meyer KA, Kushi LH, Jacobs DRJ, Slavin J, Sellers TA, Folsom AR. Carbohydrates, 
dietary fiber, and incident type 2 diabetes in older women. Am J Clin Nutr. 
2000;71:921–30.  
301.  Van Woudenbergh GJ, Kuijsten A, Sijbrands EJG, Hofman A, Witteman JCM, Feskens 
EJM. Glycemic index and glycemic load and their association with C-reactive protein 
and incident type 2 diabetes. J Nutr Metab. 2011;2011:623076.  
302.  Stevens J, Ahn K, Houston D, Steffan L, Couper D. Dietary Fiber Intake and Glycemic 
Index and Incidence of Diabetes in African-American and White Adults: The ARIC 
Study. Diabetes Care. 2002;25:1715–21.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




303.  Hodge AM, English DR, O’Dea K, Giles GG. Glycemic Index and Dietary Fiber and the 
Risk of Type 2 Diabetes. Diabetes Care. 2004;27:2701–6.  
304.  Mosdol A, Witte DR, Frost G, Marmot MG, Brunner EJ. Dietary glycemic index and 
glycemic load are associated with high-density-lipoprotein cholesterol at baseline 
but not with increased risk of diabetes in the Whitehall II study . Am J Clin Nutr. 
2007;86:988–94.  
305.  Sahyoun NR, Anderson AL, Tylavsky FA, Lee JS, Sellmeyer DE, Harris TB, for the 
Health A and BCS. Dietary glycemic index and glycemic load and the risk of type 2 
diabetes in older adults. Am J Clin Nutr. 2008;87:126–31.  
306.  Similä ME, Valsta LM, Kontto JP, Albanes D, Virtamo J. Low-, medium- and high-
glycaemic index carbohydrates and risk of type 2 diabetes in men. Br J Nutr. 
2011;105:1258–64.  
307.  Ma X-Y, Liu J-P, Song Z-Y. Glycemic load, glycemic index and risk of cardiovascular 
diseases: meta-analyses of prospective studies. Atherosclerosis. 2012;223:491–6.  
308.  Ma Y, Olendzki B, Chiriboga D, Hebert JR, Li Y, Li W, Campbell M, Gendreau K, 
Ockene IS. Association between dietary carbohydrates and body weight . Am J 
Epidemiol. 2005;161:359–67.  
309.  Mendez MA, Covas MI, Marrugat J, Vila J, Schroder H. Glycemic load, glycemic index, 
and body mass index in Spanish adults. Am J Clin Nutr. 2009;89:316–22.  
310.  Culberson A, Kafai MR, Ganji V. Glycemic load is associated with HDL cholesterol but 
not with the other components and prevalence of metabolic syndrome in the third 
National Health and Nutrition Examination Survey, 1988-1994. Int Arch Med. 
2009;2:3.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




311.  Du H, van der A DL, van Bakel MME, Slimani N, Forouhi NG, Wareham NJ, Halkjaer J, 
Tjønneland A, Jakobsen MU, et al. Dietary glycaemic index, glycaemic load and 
subsequent changes of weight and waist circumference in European men and women. 
Int J Obes (Lond). Macmillan Publishers Limited; 2009;33:1280–8.  
312.  Finley CE, Barlow CE, Halton TL, Haskell WL. Glycemic index, glycemic load, and 
prevalence of the metabolic syndrome in the cooper center longitudinal study. J Am 
Diet Assoc. 2010;110:1820–9.  
313.  Rossi M, Bosetti C, Talamini R, Lagiou P, Negri E, Franceschi S, La Vecchia C. Glycemic 
index and glycemic load in relation to body mass index and waist to hip ratio. Eur J 
Nutr. 2010;49:459–64.  
314.  Youn S, Woo HD, Cho YA, Shin A, Chang N, Kim J. Association between dietary 
carbohydrate, glycemic index, glycemic load, and the prevalence of obesity in Korean 
men and women. Nutr Res. 2012;32:153–9.  
315.  Murakami K, McCaffrey TA, Livingstone MBE. Associations of dietary glycaemic index 
and glycaemic load with food and nutrient intake and general and central obesity in 
British adults. Br J Nutr. Cambridge University Press; 2013;110:2047–57.  
316.  Song S, Lee J, Song WO, Paik H-Y, Song Y. Carbohydrate Intake and Refined-Grain 
Consumption Are Associated with Metabolic Syndrome in the Korean Adult 
Population. J Acad Nutr Diet. 2013;  
317.  Goto M, Morita A, Goto A, Sasaki S, Aiba N, Shimbo T, Terauchi Y, Miyachi M, Noda 
M, Watanabe S. Dietary glycemic index and glycemic load in relation to HbA1c in 
Japanese obese adults: a cross-sectional analysis of the Saku Control Obesity 
Program. Nutr Metab (Lond). 2012;9:79.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




318.  Hosseinpour-Niazi S, Sohrab G, Asghari G, Mirmiran P, Moslehi N, Azizi F. Dietary 
glycemic index, glycemic load, and cardiovascular disease risk factors: Tehran Lipid 
and Glucose Study. Arch Iran Med. 2013;16:401–7.  
319.  Murakami K, Sasaki S, Okubo H, Takahashi Y, Hosoi Y, Itabashi M. Dietary fiber intake, 
dietary glycemic index and load, and body mass index: a cross-sectional study of 3931 
Japanese women aged 18-20 years. Eur J Clin Nutr. 2007;61:986–95.  
320.  Ma Y, Olendzki B, Chiriboga D, Hebert JR, Li Y, Li W, Campbell M, Gendreau K, 
Ockene IS. Association between dietary carbohydrates and body weight . Am J 
Epidemiol. 2005;161:359–67.  
321.  Murakami K, Miyake Y, Sasaki S, Tanaka K, Arakawa M. Dietary glycemic index and 
glycemic load in relation to risk of overweight in Japanese children and adolescents: 
the Ryukyus Child Health Study . Int J Obes (Lond). 2011;  
322.  Thomas DE, Elliott EJ, Baur L. Low glycaemic index or low glycaemic load diets for 
overweight and obesity . Cochrane Database Syst Rev. 2007;(3):CD005105.  
323.  Abete I, Parra D, Martinez JA. Energy-restricted diets based on a distinct food 
selection affecting the glycemic index induce different weight loss and oxidative 
response . Clin Nutr. 2008;27:545–51.  
324.  De Rougemont A, Normand S, Nazare JA, Skilton MR, Sothier M, Vinoy S, Laville M. 
Beneficial effects of a 5-week low-glycaemic index regimen on weight control and 
cardiovascular risk factors in overweight non-diabetic subjects . Br J Nutr. 
2007;98:1288–98.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




325.  Maki KC, Rains TM, Kaden VN, Raneri KR, Davidson MH. Effects of a reduced-glycemic-
load diet on body weight, body composition, and cardiovascular disease risk markers 
in overweight and obese adults . Am J Clin Nutr. 2007;85:724–34.  
326.  Slabber M, Barnard HC, Kuyl JM, Dannhauser A, Schall R. Effects of a low-insulin-
response, energy-restricted diet on weight loss and plasma insulin concentrations in 
hyperinsulinemic obese females . Am J Clin Nutr. 1994;60:48–53.  
327.  Salinardi TC, Batra P, Roberts SB, Urban LE, Robinson LM, Pittas AG, Lichtenstein AH, 
Deckersbach T, Saltzman E, Das SK. Lifestyle intervention reduces body weight and 
improves cardiometabolic risk factors in worksites. Am J Clin Nutr. 2013;97:667–76.  
328.  Shyam S, Arshad F, Abdul Ghani R, Wahab NA, Safii NS, Nisak MYB, Chinna K, 
Kamaruddin NA. Low glycaemic index diets improve glucose tolerance and body 
weight in women with previous history of gestational diabetes: a six months 
randomized trial. Nutr J. 2013;12:68.  
329.  Sichieri R, Moura AS, Genelhu V, Hu F, Willett WC. An 18-mo randomized trial of a 
low-glycemic-index diet and weight change in Brazilian women . Am J Clin Nutr. 
2007;86:707–13.  
330.  Retterstol K, Hennig CB, Iversen PO. Improved plasma lipids and body weight in 
overweight/obese patients with type III hyperlipoproteinemia after 4 weeks on a low 
glycemic diet . Clin Nutr. 2009;28:213–5.  
331.  Pereira MA, Swain J, Goldfine AB, Rifai N, Ludwig DS. Effects of a low-glycemic load 
diet on resting energy expenditure and heart disease risk factors during weight loss 
. JAMA. 2004;292:2482–90.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




332.  Bouche C, Rizkalla SW, Luo J, Vidal H, Veronese A, Pacher N, Fouquet C, Lang V, 
Slama G. Five-week, low-glycemic index diet decreases total fat mass and improves 
plasma lipid profile in moderately overweight nondiabetic men . Diabetes Care. 
2002;25:822–8.  
333.  Das SK, Gilhooly CH, Golden JK, Pittas AG, Fuss PJ, Cheatham RA, Tyler S, Tsay M, 
McCrory MA, et al. Long-term effects of 2 energy-restricted diets differing in glycemic 
load on dietary adherence, body composition, and metabolism in CALERIE: a 1-y 
randomized controlled trial . Am J Clin Nutr. 2007;85:1023–30.  
334.  Ebbeling CB, Leidig MM, Sinclair KB, Seger-Shippee LG, Feldman HA, Ludwig DS. 
Effects of an ad libitum low-glycemic load diet on cardiovascular disease risk factors 
in obese young adults . Am J Clin Nutr. 2005;81:976–82.  
335.  Pittas AG, Roberts SB, Das SK, Gilhooly CH, Saltzman E, Golden J, Stark PC, 
Greenberg AS. The effects of the dietary glycemic load on type 2 diabetes risk factors 
during weight loss . Obesity (Silver Spring). 2006;14:2200–9.  
336.  Raatz SK, Torkelson CJ, Redmon JB, Reck KP, Kwong CA, Swanson JE, Liu C, Thomas 
W, Bantle JP. Reduced glycemic index and glycemic load diets do not increase the 
effects of energy restriction on weight loss and insulin sensitivity in obese men and 
women . J Nutr. 2005;135:2387–91.  
337.  Sloth B, Krog-Mikkelsen I, Flint A, Tetens I, Bjorck I, Vinoy S, Elmstahl H, Astrup A, 
Lang V, Raben A. No difference in body weight decrease between a low-glycemic-
index and a high-glycemic-index diet but reduced LDL cholesterol after 10-wk ad 
libitum intake of the low-glycemic-index diet . Am J Clin Nutr. 2004;80:337–47.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




338.  Lagerpusch M, Enderle J, Eggeling B, Braun W, Johannsen M, Pape D, Müller MJ, Bosy-
Westphal A. Carbohydrate quality and quantity affect glucose and lipid metabolism 
during weight regain in healthy men. J Nutr. 2013;143:1593–601.  
339.  Goss AM, Goree LL, Ellis AC, Chandler-Laney PC, Casazza K, Lockhart ME, Gower BA. 
Effects of diet macronutrient composition on body composition and fat distribution 
during weight maintenance and weight loss. Obesity (Silver Spring). 2013;21:1139–
42.  
340.  Buscemi S, Cosentino L, Rosafio G, Morgana M, Mattina A, Sprini D, Verga S, Rini GB. 
Effects of hypocaloric diets with different glycemic indexes on endothelial function 
and glycemic variability in overweight and in obese adult patients at increased 
cardiovascular risk . Clin Nutr. Elsevier Ltd and European Society for Clinical Nutrition 
and Metabolism; 2013;32:346–52.  
341.  McMillan-Price J, Petocz P, Atkinson F, O’neill K, Samman S, Steinbeck K, Caterson 
I, Brand-Miller J. Comparison of 4 diets of varying glycemic load on weight loss and 
cardiovascular risk reduction in overweight and obese young adults: a randomized 
controlled trial . Arch Intern Med. 2006;166:1466–75.  
342.  Thompson WG, Rostad Holdman N, Janzow DJ, Slezak JM, Morris KL, Zemel MB. Effect 
of energy-reduced diets high in dairy products and fiber on weight loss in obese adults 
. Obes Res. 2005;13:1344–53.  
343.  Melanson KJ, Summers A, Nguyen V, Brosnahan J, Lowndes J, Angelopoulos TJ, Rippe 
JM. Body composition, dietary composition, and components of metabolic syndrome 
in overweight and obese adults after a 12-week trial on dietary treatments focused 
on portion control, energy density, or glycemic index. Nutr J. 2012;11:57.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




344.  Ludwig DS. The glycemic index: physiological mechanisms relating to obesity, 
diabetes, and cardiovascular disease. JAMA. 2002;287:2414–23.  
345.  Brand-Miller JC, Holt SHA, Pawlak DB, McMillan J. Glycemic index and obesity. Am J 
Clin Nutr. 2002;76:281S–5S.  
346.  Livesey G. Low-glycaemic diets and health: implications for obesity . Proc Nutr Soc. 
2005;64:105–13.  
347.  Bornet FRJ, Jardy-Gennetier A-E, Jacquet N, Stowell J. Glycaemic response to foods: 
impact on satiety and long-term weight regulation. Appetite. 2007;49:535–53.  
348.  Rebello CJ, Liu AG, Greenway FL, Dhurandhar N V. Dietary strategies to increase 
satiety . Adv Food Nutr Res. 1st ed. Elsevier Inc; 2013;69:105–82.  
349.  Arumugam V, Lee J-S, Nowak JK, Pohle RJ, Nyrop JE, Leddy JJ, Pelkman CL. A high-
glycemic meal pattern elicited increased subjective appetite sensations in 
overweight and obese women. Appetite. 2008;50:215–22.  
350.  Reynolds RC, Stockmann KS, Atkinson FS, Denyer GS, Brand-Miller JC. Effect of the 
glycemic index of carbohydrates on day-long (10 h) profiles of plasma glucose, 
insulin, cholecystokinin and ghrelin. Eur J Clin Nutr. 2009;63:872–8.  
351.  Aston LM, Stokes CS, Jebb SA. No effect of a diet with a reduced glycaemic index on 
satiety, energy intake and body weight in overweight and obese women . Int J Obes 
(Lond). 2008;32:160–5.  
352.  Alfenas RC, Mattes RD. Influence of glycemic index/load on glycemic response, 
appetite, and food intake in healthy humans . Diabetes Care. 2005;28:2123–9.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




353.  Fajcsak Z, Gabor A, Kovacs V, Martos E. The effects of 6-week low glycemic load diet 
based on low glycemic index foods in overweight/obese children--pilot study . J Am 
Coll Nutr. 2008;27:12–21.  
354.  Pal S, Lim S, Egger G. The effect of a low glycaemic index breakfast on blood glucose, 
insulin, lipid profiles, blood pressure, body weight, body composition and satiety in 
obese and overweight individuals: a pilot study . J Am Coll Nutr. 2008;27:387–93.  
355.  Donath MY, Shoelson SE. Type 2 diabetes as an inflammatory disease. Nat Rev 
Immunol. 2011;11:98–107.  
356.  Hansson GK, Hermansson A. The immune system in atherosclerosis. Nat Immunol. 
2011;12:204–12.  
357.  Levitan EB, Cook NR, Stampfer MJ, Ridker PM, Rexrode KM, Buring JE, Manson JE, Liu 
S. Dietary glycemic index, dietary glycemic load, blood lipids, and C-reactive protein. 
Metabolism. 2008;57:437–43.  
358.  Du H, van der A DL, van Bakel MM, van der Kallen CJ, Blaak EE, van Greevenbroek 
MM, Jansen EH, Nijpels G, Stehouwer C DA, et al. Glycemic index and glycemic load 
in relation to food and nutrient intake and metabolic risk factors in a Dutch 
population. Am J Clin Nutr. 2008;87:655–61.  
359.  Murakami K, Sasaki S, Takahashi Y, Uenishi K, Yamasaki M, Hayabuchi H, Goda T, Oka 
J, Baba K, et al. Total n-3 polyunsaturated fatty acid intake is inversely associated 
with serum C-reactive protein in young Japanese women. Nutr Res. 2008;28:309–14.  
360.  Qi L. Whole-Grain, Bran, and Cereal Fiber Intakes and Markers of Systemic 
Inflammation in Diabetic Women. Diabetes Care. 2006;29:207–11.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




361.  Liu S, Manson JE, Buring JE, Stampfer MJ, Willett WC, Ridker PM. Relation between 
a diet with a high glycemic load and plasma concentrations of high-sensitivity C-
reactive protein in middle-aged women. Am J Clin Nutr. 2002;75:492–8.  
362.  Huffman KM, Orenduff MC, Samsa GP, Houmard JA, Kraus WE, Bales CW. Dietary 
carbohydrate intake and high-sensitivity C-reactive protein in at-risk women and 
men. Am Heart J. 2007;154:962–8.  
363.  Griffith JA, Ma Y, Chasan-Taber L, Olendzki BC, Chiriboga DE, Stanek EJ, Merriam 
PA, Ockene IS. Association between dietary glycemic index, glycemic load, and high-
sensitivity C-reactive protein. Nutrition. 2008;24:401–6.  
364.  Wolever TM, Gibbs AL, Mehling C, Chiasson J-L, Connelly PW, Josse RG, Leiter LA, 
Maheux P, Rabasa-Lhoret R, et al. The Canadian Trial of Carbohydrates in Diabetes 
(CCD), a 1-y controlled trial of low-glycemic-index dietary carbohydrate in type 2 
diabetes: no effect on glycated hemoglobin but reduction in C-reactive protein. Am 
J Clin Nutr. 2008;87:114–25.  
365.  Vrolix R, Mensink RP. Effects of glycemic load on metabolic risk markers in subjects 
at increased risk of developing metabolic syndrome. Am J Clin Nutr. 2010;92:366–74.  
366.  Shikany JM, Phadke RP, Redden DT, Gower BA. Effects of low- and high-glycemic 
index/glycemic load diets on coronary heart disease risk factors in overweight/obese 
men. Metabolism. 2009;58:1793–801.  
367.  Pittas AG, Roberts SB, Das SK, Gilhooly CH, Saltzman E, Golden J, Stark PC, 
Greenberg AS. The effects of the dietary glycemic load on type 2 diabetes risk factors 
during weight loss. Obesity (Silver Spring). 2006;14:2200–9.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




368.  Neuhouser ML, Schwarz Y, Wang C, Breymeyer K, Coronado G, Wang C-Y, Noar K, 
Song X, Lampe JW. A low-glycemic load diet reduces serum C-reactive protein and 
modestly increases adiponectin in overweight and obese adults. J Nutr. 
2012;142:369–74.  
369.  Kelly KR, Haus JM, Solomon TPJ, Patrick-Melin AJ, Cook M, Rocco M, Barkoukis H, 
Kirwan JP. A low-glycemic index diet and exercise intervention reduces TNF(alpha) 
in isolated mononuclear cells of older, obese adults. J Nutr. 2011;141:1089–94.  
370.  Jebb SA, Lovegrove JA, Griffin BA, Frost GS, Moore CS, Chatfield MD, Bluck LJ, 
Williams CM, Sanders TA. Effect of changing the amount and type of fat and 
carbohydrate on insulin sensitivity and cardiovascular risk: the RISCK (Reading, 
Imperial, Surrey, Cambridge, and Kings) trial. Am J Clin Nutr. 2010;92:748–58.  
371.  Hartman TJ, Albert PS, Zhang Z, Bagshaw D, Kris-Etherton PM, Ulbrecht J, Miller CK, 
Bobe G, Colburn NH, Lanza E. Consumption of a legume-enriched, low-glycemic index 
diet is associated with biomarkers of insulin resistance and inflammation among men 
at risk for colorectal cancer. J Nutr. 2010;140:60–7.  
372.  Gögebakan O, Kohl A, Osterhoff MA, van Baak MA, Jebb SA, Papadaki A, Martinez JA, 
Handjieva-Darlenska T, Hlavaty P, et al. Effects of weight loss and long-term weight 
maintenance with diets varying in protein and glycemic index on cardiovascular risk 
factors: the diet, obesity, and genes (DiOGenes) study: a randomized, controlled 
trial. Circulation. 2011;124:2829–38.  
373.  Fabricatore AN, Wadden TA, Ebbeling CB, Thomas JG, Stallings VA, Schwartz S, 
Ludwig DS. Targeting dietary fat or glycemic load in the treatment of obesity and 
type 2 diabetes: a randomized controlled trial. Diabetes Res Clin Pract. 2011;92:37–
45.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




374.  Ebbeling CB, Swain JF, Feldman HA, Wong WW, Hachey DL, Garcia-Lago E, Ludwig 
DS. Effects of dietary composition on energy expenditure during weight-loss 
maintenance. JAMA. 2012;307:2627–34.  
375.  Pereira MA, Swain J, Goldfine AB, Rifai N, Ludwig DS. Effects of a low-glycemic load 
diet on resting energy expenditure and heart disease risk factors during weight loss. 
JAMA. 2004;292:2482–90.  
376.  Jenkins DJA, Kendall CWC, McKeown-Eyssen G, Josse RG, Silverberg J, Booth GL, 
Vidgen E, Josse AR, Nguyen TH, et al. Effect of a low-glycemic index or a high-cereal 
fiber diet on type 2 diabetes: a randomized trial. JAMA. 2008;300:2742–53.  
377.  Nigg CR, Burbank PM, Padula C, Dufresne R, Rossi JS, Velicer WF, Laforge RG, 
Prochaska JO. Stages of change across ten health risk behaviors for older adults. 
Gerontologist. 1999;39:473–82.  
378.  Third Report of the National Cholesterol Education Program (NCEP) Expert Panel on 
Detection, Evaluation, and Treatment of High Blood Cholesterol in Adults (Adult 
Treatment Panel III) final report. Circulation. 2002;106:3143–421.  
379.  Fernandez-Ballart JD, Pinol JL, Zazpe I, Corella D, Carrasco P, Toledo E, Perez-Bauer 
M, Martinez-Gonzalez MA, Salas-Salvado J, Martin-Moreno JM. Relative validity of a 
semi-quantitative food-frequency questionnaire in an elderly Mediterranean 
population of Spain . Br J Nutr. 2010;103:1808–16.  
380.  Moreiras O, Carbajal A, Cabrera L, Cuadrado C. Tablas de composición de los 
alimentos. (Food Composition Tables). [Madrid]: Pirámide; 2005.  
381.  Mataix Verdú J. Tabla de composicion de alimentos [Food composition tables]. 
[Granada (Spain)]: Universidad de Granada; 2003.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




382.  Atkinson FS, Foster-Powell K, Brand-Miller JC. International tables of glycemic index 
and glycemic load values: 2008 . Diabetes Care. 2008;31:2281–3.  
383.  Neuhouser ML, Schwarz Y, Wang C, Breymeyer K, Coronado G, Wang CY, Noar K, Song 
X, Lampe JW. A Low-Glycemic Load Diet Reduces Serum C-Reactive Protein and 
Modestly Increases Adiponectin in Overweight and Obese Adults . J Nutr. 2011;  
384.  Martínez-González MA, Fernández-Jarne E, Serrano-Martínez M, Marti A, Martinez JA, 
Martín-Moreno JM. Mediterranean diet and reduction in the risk of a first acute 
myocardial infarction: an operational healthy dietary score. Eur J Nutr. 2002;41:153–
60.  
385.  Martínez-González MA, Fernández-Jarne E, Serrano-Martínez M, Wright M, Gomez-
Gracia E. Development of a short dietary intake questionnaire for the quantitative 
estimation of adherence to a cardioprotective Mediterranean diet. Eur J Clin Nutr. 
2004;58:1550–2.  
386.  Elosua R, Garcia M, Aguilar A, Molina L, Covas MI, Marrugat J. Validation of the 
Minnesota Leisure Time Physical Activity Questionnaire In Spanish Women. 
Investigators of the MARATDON Group . Med Sci Sports Exerc. 2000;32:1431–7.  
387.  Friedewald WT, Levy RI, Fredrickson DS. Estimation of the concentration of low-
density lipoprotein cholesterol in plasma, without use of the preparative 
ultracentrifuge. Clin Chem. 1972;18:499–502.  
388.  Matthews DR, Hosker JP, Rudenski AS, Naylor BA, Treacher DF, Turner RC. 
Homeostasis model assessment: insulin resistance and beta-cell function from fasting 
plasma glucose and insulin concentrations in man . Diabetologia. 1985;28:412–9.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




389.  Feinberg M, Favier JC, Trque C, Ireland-Ripert J. Répertoire général des aliments 
(REGAL). Table de composition. [Paris]: Lavoisier; 1995.  
390.  Schwingshackl L, Hoffmann G. Long-term effects of low glycemic index/load vs. high 
glycemic index/load diets on parameters of obesity and obesity-associated risks: A 
systematic review and meta-analysis. Nutr Metab Cardiovasc Dis. 2013;23:699–706.  
391.  Authority EFS. Scientific Opinion on the substantiation of health claims related to 
carbohydrates that induce low/reduced glycaemic responses and carbohydrates with 
a low glycaemic index pursuant to Article 13(1) of Regulation (EC) No 1924/2006. 
EFSA J. 2010;8:1491.  
392.  Shikany JM, Tinker LF, Neuhouser ML, Ma Y, Patterson RE, Phillips LS, Liu S, Redden 
DT. Association of glycemic load with cardiovascular disease risk factors: the 
Women’s Health Initiative Observational Study. Nutrition. 2010;26:641–7.  
393.  Jenkins DJA, Kendall CWC, Augustin LSA, Mitchell S, Sahye-Pudaruth S, Blanco Mejia 
S, Chiavaroli L, Mirrahimi A, Ireland C, et al. Effect of legumes as part of a low 
glycemic index diet on glycemic control and cardiovascular risk factors in type 2 
diabetes mellitus: a randomized controlled trial. Arch Intern Med. 2012;172:1653–60.  
394.  Philippou E, Bovill-Taylor C, Rajkumar C, Vampa ML, Ntatsaki E, Brynes AE, Hickson 
M, Frost GS. Preliminary report: the effect of a 6-month dietary glycemic index 
manipulation in addition to healthy eating advice and weight loss on arterial 
compliance and 24-hour ambulatory blood pressure in men: a pilot study. 
Metabolism. 2009;58:1703–8.  
395.  Wildman RP, Farhat GN, Patel AS, Mackey RH, Brockwell S, Thompson T, Sutton-
Tyrrell K. Weight change is associated with change in arterial stiffness among healthy 
young adults. Hypertension. 2005;45:187–92.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




396.  Tanaka H, Safar ME. Influence of lifestyle modification on arterial stiffness and wave 
reflections. Am J Hypertens. 2005;18:137–44.  
397.  Liu S, Manson JE, Stampfer MJ, Holmes MD, Hu FB, Hankinson SE, Willett WC. Dietary 
glycemic load assessed by food-frequency questionnaire in relation to plasma high-
density-lipoprotein cholesterol and fasting plasma triacylglycerols in postmenopausal 
women. Am J Clin Nutr. 2001;73:560–6.  
398.  Frost G, Leeds A, Doré C, Madeiros S, Brading S, Dornhorst A. Glycaemic index as a 
determinant of serum HDL-cholesterol concentration. Lancet. 1999;353:1045–8.  
399.  Levitan EB, Cook NR, Stampfer MJ, Ridker PM, Rexrode KM, Buring JE, Manson JE, Liu 
S. Dietary glycemic index, dietary glycemic load, blood lipids, and C-reactive protein 
. Metabolism. 2008;57:437–43.  
400.  Harbis A, Defoort C, Narbonne H, Juhel C, Senft M, Latgé C, Delenne B, Portugal H, 
Atlan-Gepner C, et al. Acute hyperinsulinism modulates plasma apolipoprotein B-48 
triglyceride-rich lipoproteins in healthy subjects during the postprandial period. 
Diabetes. 2001;50:462–9.  
401.  Lago F, Gómez R, Gómez-Reino JJ, Dieguez C, Gualillo O. Adipokines as novel 
modulators of lipid metabolism. Trends Biochem Sci. 2009;34:500–10.  
402.  Qi L, Meigs JB, Liu S, Manson JE, Mantzoros C, Hu FB. Dietary fibers and glycemic 
load, obesity, and plasma adiponectin levels in women with type 2 diabetes . 
Diabetes Care. 2006;29:1501–5.  
403.  Dardeno TA, Chou SH, Moon H-S, Chamberland JP, Fiorenza CG, Mantzoros CS. Leptin 
in human physiology and therapeutics. Front Neuroendocrinol. 2010;31:377–93.  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




404.  Dridi S, Taouis M. Adiponectin and energy homeostasis: consensus and controversy. J 
Nutr Biochem. 2009;20:831–9.  
405.  Kabir M, Guerre-Millo M, Laromiguiere M, Slama G, Rizkalla SW. Negative regulation 
of leptin by chronic high-glycemic index starch diet. Metabolism. 2000;49:764–9.  
406.  Barkoukis H, Marchetti CM, Nolan B, Sistrun SN, Krishnan RK, Kirwan JP. A high 
glycemic meal suppresses the postprandial leptin response in normal healthy adults. 
Ann Nutr Metab. 2007;51:512–8.  
407.  Bulló M. Leptin in the regulation of energy balance. Nutr Hosp. 2002;17:42–8.  
408.  Holt S, Brand J, Soveny C, Hansky J. Relationship of satiety to postprandial 
glycaemic, insulin and cholecystokinin responses. Appetite. 1992;18:129–41.  
409.  Ouchi N, Kihara S, Arita Y, Nishida M, Matsuyama A, Okamoto Y, Ishigami M, Kuriyama 
H, Kishida K, et al. Adipocyte-derived plasma protein, adiponectin, suppresses lipid 
accumulation and class A scavenger receptor expression in human monocyte-derived 
macrophages. Circulation. 2001;103:1057–63.  
410.  Kubota N, Terauchi Y, Kubota T, Kumagai H, Itoh S, Satoh H, Yano W, Ogata H, 
Tokuyama K, et al. Pioglitazone ameliorates insulin resistance and diabetes by both 
adiponectin-dependent and -independent pathways. J Biol Chem. 2006;281:8748–55.  
411.  Levitan EB, Mittleman MA, Wolk A. Dietary glycemic index, dietary glycemic load, 
and incidence of heart failure events: a prospective study of middle-aged and elderly 
women . J Am Coll Nutr. 2010;29:65–71.  
412.  Shyam S, Arshad F, Abdul Ghani R, Wahab NA, Safii NS, Nisak MY, Chinna K, 
Kamaruddin NA. Low glycaemic index diets improve glucose tolerance and body 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




weight in women with previous history of gestational diabetes: a six months 
randomized trial . Nutr J. 2013;12:68.  
413.  Thomas D, Elliott EJ. Low glycaemic index, or low glycaemic load, diets for diabetes 
mellitus . Cochrane Database Syst Rev. 2009;(1):CD006296.  
414.  Pittas AG, Roberts SB. Dietary composition and weight loss: can we individualize 
dietary prescriptions according to insulin sensitivity or secretion status? Nutr Rev. 
2006;64:435–48.  
415.  Runchey SS, Valsta LM, Schwarz Y, Wang C, Song X, Lampe JW, Neuhouser ML. Effect 
of low- and high-glycemic load on circulating incretins in a randomized clinical trial. 
Metabolism. 2013;62:188–95.  
416.  Bullo M, Moreno-Navarrete JM, Fernandez-Real JM, Salas-Salvado J. Total and 
undercarboxylated osteocalcin predict changes in insulin sensitivity and beta cell 
function in elderly men at high cardiovascular risk . Am J Clin Nutr. 2012;95:249–55.  
417.  Shikany JM, Phadke RP, Redden DT, Gower BA. Effects of low- and high-glycemic 
index/glycemic load diets on coronary heart disease risk factors in overweight/obese 
men . Metabolism. 2009;58:1793–801.  
418.  Heggen E, Klemsdal TO, Haugen F, Holme I, Tonstad S. Effect of a low-fat versus a 
low-gycemic-load diet on inflammatory biomarker and adipokine concentrations. 
Metab Syndr Relat Disord. 2012;10:437–42. 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 



















GENERAL MEDICAL QUESTIONNAIRE 
  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 













































FOOD FREQUENCIE QUESTIONNAIRE 
  
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




















14-ITEM MEDITERRANEAN DIET ADHERENCE QUESTIONNAIRE 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




















PHYSICAL ACTIVITY QUESTIONNAIRE 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 





UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




















RELATED SCIENTIFIC CONTRIBUTION 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 






Authors: Juanola-Falgarona M, Salas-Salvadó J, Estruch R, Portillo MP, Casas R, Miranda J, 
Martínez-González MA, Bulló M. 
Title: Association between dietary phylloquinone intake and peripheral metabolic risk markers 
related to insulin resistance and diabetes in elderly subjects at high cardiovascular risk. 
Journal: Cardiovasc Diabetol. Año: 2013 Jan 8;12:7. Impact Factor: 4.21 
 
Authors: Guasch-Ferré M, Bulló M, Martínez-González MÁ, Ros E, Corella D, Estruch R, Fitó M, 
Arós F, Wärnberg J, Fiol M, Lapetra J, Vinyoles E, Lamuela-Raventós RM, Serra-Majem L, Pintó 
X, Ruiz-Gutiérrez V, Basora J, Salas-Salvadó J; PREDIMED study group. 
Title: Frequency of nut consumption and mortality risk in the PREDIMED nutrition intervention 
trial. 
Journal: BMC Med. Año: 2013 Jul 16;11:164. Impact Factor: 6.68 
 
Authors: Díaz-López A, Bulló M, Juanola-Falgarona M, Martínez-González MA, Estruch R, Covas 
MI, Arós F, Salas-Salvadó J. 
Title: Reduced serum concentrations of carboxylated and undercarboxylated osteocalcin are 
associated with risk of developing type 2 diabetes mellitus in a high cardiovascular risk 
population: a nested case-control study. 
Journal: J Clin Endocrinol Metab. Año: 2013 Nov;98(11):4524-31 Impact Factor: 6.43 
 
Authors: Juanola-Falgarona M, Cándido-Fernández J, Salas-Salvadó J, Martínez-González MA, 
Estruch R, Fiol M, Arija-Val V; Mònica Bulló; PREDIMED Study Investigators. 
Title: Association between serum ferritin and osteocalcin as a potential mechanism explaining 
the iron-induced insulin resistance. 
Journal: PLoS One. Año: 2013 Oct 22;8(10):e76433. Impact Factor: 3.73 
 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




Authors: Juanola-Falgarona M, Salas-Salvadó J, Martínez-González MÁ, Corella D, Estruch R, 
Ros E, Fitó M, Arós F, Gómez-Gracia E, Fiol M, Lapetra J, Basora J, Lamuela-Raventós RM, 
Serra-Majem L, Pintó X, Muñoz MÁ, Ruiz-Gutiérrez V, Fernández-Ballart J, Bulló M. 
Title: Dietary intake of vitamin K is inversely associated with mortality risk. 
Journal: J Nutr. Año: 2014 May;144(5):743-50. Impact Factor: 4.2 
 
Authors: Hernández-Alonso P, Salas-Salvadó J, Baldrich-Mora M, Juanola-Falgarona M, Bulló M. 
Title: Beneficial Effect of Pistachio Consumption on Glucose Metabolism, Insulin Resistance, 
Inflammation, and Related Metabolic Risk Markers: a Randomized Clinical Trial. 
Journal: Diabetes Care.2014 Aug pii: DC_141431. [Epub ahead of print]. Impact Factor: 8.1 
 
Authors: Bulló M, Juanola-Falgarona M, Hernández-Alonso P, Salas-Salvadó J. Title: Nutritional 







Authors: Juanola-Falgarona M, Bulló M 
Chapter Title: Cuantificación de grasa en heces [Quantification of fecal feces]. 





18th European Congress on Obesity 
25-28 of May 2011; Istambul (Turkey) 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




Authors: Bulló M, Juanola-Falgarona M, Basora J, Covas M, Salas-Salvadó J. 
Title: Bone quantitative ultrasound measurements in relation to the metabolic syndrome and 
type 2 diabetes mellitus in a cohort of elderly subjects at high risk of cardiovascular disease 
from the PREDIMED study. 
 
X Congreso SEEDO (Sociedad Española para el Estudio De la Obesidad) 
19 – 21 of October 2011; Barcelona (Spain) 
Authors: Bulló M, Casas R, del Puy Portillo M, Basora J, Estruch R, García-Arellano A, Lasa A, 
Juanola-Falgarona M, Arós F, Salas-Salvadó J. 
Title: Relación entre el índice glucémico o la carga glucémica de la dieta, las concentraciones 
de adipoquinas y otros marcadores metabólicos en sujetos adultos. 
 
X Congreso SEEDO (Sociedad Española para el Estudio De la Obesidad) 
19 – 21 of October 2011; Barcelona (Spain) 
Authors: Juanola-Falgarona M, Ibarrola-Jurado N, Rabassa A, Díaz-López A, Aguilera N, Bulló M, 
Salas-Salvadó J 
Title: Efecto del índice glucémico y la carga glucémica de la dieta sobre el peso corporal y los 
marcadores de inflamación: diseño de estudio. 
 
11th European Nutrition Conference 
26-29 of October 2011; Madrid (Spain) 
Authors: Bulló M, Casas R, del Puy Portillo M, Basora J, Estruch R, García-Arellano A, Lasa A, 
Juanola-Falgarona M, Arós F, Salas-Salvadó J. 
Title: Dietary glycemic index/load, peripheral adipokines and inflammatory markers in elderly 
subjects. 
 
19th European Congress on Obesity 
26-29 of May 2012; Lyon (France) 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




Authors: Juanola-Falgarona M, Salas-Salvadó J, Estruch R, Portillo MP, Casas R, Lasa A, 
Martínez-González MA, Bulló M. 
Title: Association between dietary phylloquinone intake and peripheral metabolic risk markers 
related to insulin resistance and diabetes in elderly subjects at high cardiovascular risk. 
 
XXV Congreso Nacional de la Sociedad Española de Arteriosclerosis 
26-29 of June 2012; Reus (Spain) 
Authors: Juanola-Falgarona M, Salas-Salvadó J, Estruch R, Portillo MP, Casas R, Lasa A, 
Martínez-González MA, Bulló M. 
Title: Association between dietary phylloquinone intake and peripheral metabolic risk markers 
related to insulin resistance and diabetes in elderly subjects at high cardiovascular risk. 
 
20th European Congress on Obesity 
12-15 May 2013; Liverpool (UK) 
Authors: Juanola-Falgarona M, Ibarrola-Jurado N, Salas-Salvadó J, Rabassa-Soler A, Bulló M. 
Title: Effect of dietary glycemic index and glycemic load on body weight and cardiovascular 
risk factors: The GLYNDIET Study. 
 
1er Congreso Medico-Quirugico de la Obesidad. 
14-15th March, 2013, Madrid (Spain) 
Authors: Juanola-Falgarona M, Fernández-Cándido J, Salas-Salvadó J, Martínez-González MA, 
Estruch R, Fiol M, Arija-Val V, Bulló M, For the PREDIMED Study Investigators. 
Title: Association between serum ferritin and osteocalcin as a potential mechanism of iron-
induced insulin resistance. 
 
1st World Forum for Nutrition Research 
20-21th May 2013, Reus (Spain) 
Authors: Juanola-Falgarona M, Salas-Salvadó J, Estruch R, Portillo MP, Casas R, Lasa A, 
Martínez-González MA, Bulló M. 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




Title: Association between dietary phylloquinone intake and peripheral metabolic risk markers 
related to insulin resistance and diabetes in elderly subjects at high cardiovascular risk. 
 
1st World Forum for Nutrition Research 
20-21th May 2013 
Authors: Juanola-Falgarona M, Salas-Salvadó J, Martínez-González Ma, Corella D, Ros E, Estruch 
R, Fitó M, Arós F, Wärnberg J, Bulló M. 
Title: Dietary intake of phylloquinone in relation to all-cause mortality in a Mediterranean 
population at high cardiovascular risk. 
 
20th International Congress of Nutrition 
15-20 semptember, 2013, Granada (Spain) 
Authors: Juanola-Falgarona M, Salas-Salvadó J, Martínez-González MA, Corella D, Ros E, 
Estruch R, Fitó M, Arós F, Wärnberg J, Fiol M, Lapetra J, Vinyoles E, Lamuela-Raventós RM, 
Serra-Majem L, Pintó X, Ruiz-Gutiérrez V, Basora J, Bulló M. 
Title: Dietary intake of phylloquinone is related to a reduced risk of all-cause mortality: the 
predimed study. 
 
20th International Congress of Nutrition 
15-20 September, 2013, Granada (Spain) 
Authors: Juanola-Falgarona M, Salas-Salvadó J, Estruch R, Portillo MP, Casas R, Lasa A, 
Martínez-González MA, Bulló M. 
Title: Dietary intake of phylloquinone is associated to lower concentrations of metabolic 
markers in elderly subjects at high cardiovascular risk. 
 
20th International Congress of Nutrition 
15-20 September, 2013, Granada (Spain) 
Authors: Juanola-Falgarona M, Fernández-Cándido J, Salas-Salvadó J, Martínez-González MA, 
Estruch R, Fiol M, Arija-Val V, Bulló M, For the PREDIMED Study Investigators 
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




Title: Association between serum ferritin and osteocalcin as a potential mechanism of iron-
induced insulin resistance. 
 
III World Congress of Public Health Nutrition 
9-12 November, 2014, Las Palmas de Gran Canaria (Spain) 
Authors: Juanola-Falgarona M; Salas-Salvadó J; Buil-Cosiales P;Corella D; Estruch R; Emili Ros; 
Montserrat Fitó; Fernando Arós; Enrique Gómez-Gracia; Miquel Fiol; José Lapetra; Mònica Bulló 
on behalf of the PREDIMED Study Investigators. 
Title: Dietary glycemic index and glycemic load are positively associated with risk of 
developing metabolic syndrome.
UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 




UNIVERSITAT ROVIRA I VIRGILI 
GLYCEMIC INDEX IN THE MANAGEMENT OF OBESITY AND METABOLIC SYNDROME. 
Martí Juanola Falgarona 
Dipòsit Legal: T 1610-2015
